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Volume 1 
Academic, Research 
& Clinical
Section 1: Academic
Year 1: Adult Mental Health Essay
Diagnostic Systems such as DSM TV are of no relevance to 
the practice of clinical psychology. Discuss,
Introduction
A seemingly intrinsic characteristic of the human race is the strong need to understand 
and explain the world we live in. Throughout history, many systems have been used to 
do this, including magic, religion, and most recently, science. Classification of 
concepts and phenomena plays an important role in this quest for understanding and, 
according to Sartorius (1988), without it "...the world would cease to exist as a 
coherent and organised environment and would become a nebulous agglomeration of 
rubbish - matter, people and things out of place." Classification can be defined as 
assigning non-identical items to a group based on the characteristics of that item, each 
group having a given name. This can serve three important cognitive purposes 
(Jablensky, 1988):
• Economy of memory (or reduction of the cognitive load)
• Ease of manipulation of objects (by describing and simplifying the 
relationships among them)
• Generation of hypotheses
Within psychiatry the non-identical items to be assigned to a classification group are 
people, and the given name for that group is the diagnosis. This essay is divided into 
four sections. Firstly I will briefly outline the history and evolution of such diagnostic 
systems; I will then document the criticisms that have been raised of such systems; 
following this will be an account of the advantages and uses diagnosis can serve; and 
finally I will look at how this relates to the practice of clinical psychology.
The Evolution of Diagnostic Systems
Diagnostic systems are not new things. They have been around for as long as people 
have kept records, with some of the names and concepts used today originating over
four and a half thousand years ago (Sprock & Blashfield, 1991). In the mid 19th 
Century, largely as a result of industrialisation and a surge in the population of towns 
and cities, the problem of mental illness was afforded much attention by the 
government and medical world and resulted in the opening of large asylums designed 
to contain and treat sufferers. This grouping together of people with mental health 
problems led to specialised professionals and an increased interest in classifying these 
mental experiences. One of the most influential of writers on this subject was Emil 
Kraeplin who was renowned for his meticulous note keeping and follow-up of 
patients. This characteristic helped him to recognise common features between 
patients in terms of the course and symptoms of their illness. His book. Clinical 
Psychiatry (1899) is regarded as the forerunner of modem day diagnostic systems.
In the latter half of the 20th Century, two major bodies have been responsible for 
devising diagnostic systems that have become widely accepted as the leading texts on 
this subject. Both have made considerable changes to their initial publications in line 
with new knowledge and changes in thinking. The American Psychiatric Association 
(APA), following earlier attempts at a standard nomenclature (APA, 1933), produced 
a system, the Diagnostic and Statistical Manual of Mental Disorders (DSM-I) (APA, 
1952) which fulfilled their hope of having a diagnostic system which was accepted 
and used by all American psychiatrists. Since that time there have been three further 
editions, one of which was also quite drastically revised though retained its original 
edition number. These were as follows: DSM-II (1968); DSM-III (1980); DSM-III R 
(1987); and DSM-IV (1994). For more detail on changes between these (up to DSM- 
III R) the reader is referred to Sprock and Blashfield (1991) for a good account.
The quite considerable achievement of the APA in the early fifties was partly 
responsible for the publication by the World Health Organisation (WHO) of their 
International Classification of Diseases (ICD-8) (WHO, 1967). This was the product 
of a number of world-wide committees of mental health professionals and has also 
been the subject of revisions, ICD-9 (WHO, 1978) and ICD-10 (WHO, 1992).
Difficulties and Criticisms of Diagnostic Systems
Diagnosis is about having categories into which patients are allocated depending on 
certain criteria. At the broadest level one might argue that there are two mutually 
exclusive categories, those of HEALTH and ILLNESS, with every person fitting in to 
either one or the other. However, when this seemingly simplistic dichotomy is 
examined in any depth (e.g. Stacey, 1988), it is seen that defining the allocation 
criteria is by far an easy task. It therefore should come as no surprise that the division 
of the latter of these two categories into sub-categories causes all sorts of difficulties, 
difficulties that are exemplified by the domain of mental disorders.
1. Validity
Psychologists have been influential in operationalising and testing of the concept of 
validity (Kendell, 1975), efforts which have led to a number of different types of 
validity being defined, such as construct and content validity. As regards diagnosis, by 
far the most important is that of predictive validity, i.e. the demonstration that 
predictions derived from a diagnosis actually occur as specified. Predictions can be 
about a number of factors, such as the development of symptoms not present at time of 
diagnosis, the course of the illness, hospitalisation and mortality rates, and response to 
treatment. Without this type of validity, the clinical usefulness of a diagnosis is greatly 
reduced.
Kendell (1989) describes a five-stage process by which validation of clinical 
syndromes is achieved.
a. The starting point is that of syndrome identification, the recognition of clusters of 
correlated symptoms. This was originally done by the 'insight' of talented clinicians, 
and has been assisted more recently by the development of computerised statistical 
software that will execute sophisticated cluster analysis very quickly. However, as 
Kendell (1989) points out, the number of influencing variables where humans are 
concerned are virtually limitless and this can greatly detract from the power of such 
tests.
b. The next stage is to demonstrate boundaries between various diagnostic categories.
again, this being aided by computer run discriminant function analysis. This has been 
mostly unsuccessful for all psychiatric diagnoses except for showing there to be a 
boundary between schizophrenia and other diagnoses.
c. As was mentioned above, the predictive power of diagnosis is the most important 
aspect of validity. According to Kendell (1975), most of the diagnostic categories 
currently in use have never been the subject of well controlled experiments to measure 
their predictive validity, primarily because they were conceived before such 
experiments had been designed and were thought needed. Some information has been 
gained from therapeutic trials but this has not provided any conclusive evidence that 
once a diagnosis has been given, the course, response to therapeutic agents and the 
many other factors of prognosis can be predicted with any certainty.
d. The fact that some psychiatric illnesses seem to run in families, with first-degree 
relatives being at greater risk for a particular syndrome, has lent some evidence to 
there being a genetic component to some diagnoses, thereby providing some validity 
of the construct. This type of support has mostly only been demonstrated for 
schizophrenia, but there are some studies showing a genetic aetiology for Alzheimer’s 
disease, alcoholism and obsessional disorders (Kendell, 1989).
e. The final criterion of validity is evidence showing that a diagnosis has biological 
correlates, that is some type of pathology at a biochemical, physiological or molecular 
level. Findings of this will often simultaneously indicate the probable aetiology of the 
disorder. Little is known about the underlying mechanisms of most of the diagnostic 
categories, with most information being inferred from drug trials and lesion studies, 
rather than there being any direct evidence. Kendell believes that it is unlikely that 
these discoveries will be made by clinicians, rather they will be made by researchers in 
the fields of neuropharmacology, molecular biologists and geneticists.
It can be seen that in all the areas of demonstrating the validity of a diagnostic 
category, there is very little direct support, and this lack of scientific evidence is one 
of the main arguments against adopting a classification system.
2. Reliability
Reliability is a somewhat easier concept to measure than validity, with the 
concentration as regards diagnosis being on inter-rater reliability. Early studies, prior 
to the 1960s, produced results which indicated that clinicians' levels of agreement on 
diagnosis was very low and this caused much disillusionment (Kendell, 1975). 
However, later studies such as the Philadelphia Study (Beck, Ward, Mendelson, Mock 
& Erbaugh, 1962) and the Chichester Study (Kreitman, Sainsbury, Morrissey, Towers 
& Scrivener, 1961), criticised the methodology of this earlier work and demonstrated 
that if  these experimental flaws were eradicated then more optimistic levels of 
reliability can be achieved.
Systematic use of standardised interviews such as The Present State Examination 
(Wing, Cooper & Sartorius, 1974), better levels of training, and improved clarification 
of criteria needed to fulfil a diagnostic category have all led to higher levels of inter­
rater reliability. Although this is a positive step it must always be remembered that 
reliability of a concept alone, regardless of how high a level, is a useless indicator 
without concordant levels of validity of that concept.
3. Negative Effects of Diagnosis
The previous two criticisms of diagnosis are to do with the scientific standing of a 
classification system. Equally important have been arguments from a social 
epistemological angle. This has concentrated on the how assigning a psychiatric 
diagnosis to an individual affects both that individual, the professionals working with 
that individual, and society at large. It is recognised that these factors are very much 
inter-related with each other, but, for simplicity, the possible undesirable effects of 
diagnosis will be described in each separately.
Labelling an individual with a psychiatric diagnosis may have a significant effect on 
their self-esteem, motivation to change and symptomology. Being told you have 
‘depression’, or 'schizophrenia' may result in that person adopting what they perceive 
to be the role of that diagnostic group (Albee, 1970), especially if they are in an
environment where there are others with the same diagnosis and from whom they can 
learn behaviours and responses fitting to their label (Goffman, 1961). Lay concepts of 
illness have an important effect on the prognosis of disorders (Stacey, 1988), and in no 
area is this more relevant than in mental health, where there exists many 
misconceptions and myths.
Some writers, such as Menninger (1963) and Hardin (1956), emphasised the harmful 
consequences diagnosis may have by virtue of its influence on mental health workers. 
Applying a name to a problem implies that we know what the problem is and how to 
treat it. As mentioned above in the section on validity, this is not strictly true, and may 
lead clinicians into bad practice, such as persistence in ineffective treatment and 
neglecting other important factors.
Goffman (1968) wrote at length on the stigmatisation by society of people given the 
diagnosis of a psychiatric disorder. He proposed that current and ex-psychiatric 
patients were treated negatively by family, friends and by society at large if they were 
aware of their psychiatric history. Responses may vary depending on the relationship 
between the stigmatising person and the (ex)patient and the classification of their 
illness. For example, a person labelled as depressed may receive 'unhelpful' levels of 
assistance and sympathy from family and close friends, possibly exacerbating any lack 
of independence; whereas they may be treated with disdain and accused of 
malingering by an employer. Schizophrenia is often one of the worst labels to receive 
because of the lack of lay knowledge and wide media coverage of the relatively rare 
incidences of violence in which these patients are involved, giving an over 
exaggerated impression of the dangers associated with this disorder.
Advantages of Using a Diagnostic System
1. Theory of Psychopathology
There is a direct relationship between what we know about psychiatric syndromes, the 
direction of future research, and the diagnostic system adopted. As discussed earlier, 
classification initially came about by clinicians recognising similarities between
patients as regards their symptoms and course. This grouping together of patients 
concentrated research efforts by workers who were becoming ever more specialised in 
their fields of knowledge and led to theories of the psychopathology being produced. 
It is likely that without this initial categorisation, it would have been impossible to 
progress further than the pre-Renaissance belief that all mental disorders originated 
from the same pathological process (Sprock & Blashfield, 1991).
Of course, as new information comes to light, many theories are proved to be 
incorrect. This then results in the modification of diagnostic categories to 
accommodate this new knowledge and guides the focus of subsequent research. In the 
past forty years there has been a rapid acceleration in technology in a number of areas 
that have been influential in the development of new theories. Advancement in 
medical and biochemical procedures has provided greater knowledge of these factors 
in the aetiology of disorders; advances in computer science have allowed greater 
analysis of data; and improvement in the area of communications has afforded more 
efficient transfer of data collected from disparate sources. It is hoped that these 
advances will continue and eventually lead to theories for which, as opposed to current 
ones, the supporting evidence is good. Although the pursuit of theory is for some 
academic researchers a means to an end in itself, for practitioners whose work is 
driven by scientific theory, the hope is that new theories will precede improved 
methods of prevention and treatment.
2. Guide to Treatment and Management
After espousing the lack of predictive validity as a major point of criticism of 
diagnosis, it may seem strange to suggest here that it can play a role in the treatment 
and management of patients. What is important is the level of guidance a diagnosis 
gives, and the awareness of the clinician that s/he is working within an imperfect 
system. A diagnosis can give a clinician a range of therapeutic agents that are likely to 
work best that particular disorder. Equally importantly, the diagnosis can inform on 
which types of intervention are unlikely to work or are most likely to have undesirable 
side-effects. Treatment and management decisions are not made with this information
alone however, they are tailored to the individual based on the myriad of further 
details such as exact symptomology, age, physical health, medical and psychiatric 
history, social circumstances, and goals and wishes of the individual.
3. Communication Between Professionals
It is difficult to imagine working with other health professionals and services without 
the aid of a diagnostic system to facilitate communication. Diagnostic categories are 
used to describe clients both in written communication in the form of letters, notes and 
reports, and in verbal discourse in the form of formal meetings, reviews, and case- 
studies, and in informal discourse about clients. As well as interaction in the everyday 
work of practitioners, diagnosis is also essential for communication in the world of 
literature and conferences appertaining to mental health.
It is hoped, and should be the case, that professionals using classification systems have 
been adequately trained in the pros and cons of such a system and will use it with 
caution. They should he aware of the limitations of a system and realise that what is 
being communicated is a general picture, not a detailed account of a client. If this is 
the case, it can greatly improve the ease at which clients are discussed without the 
negative effects of diagnosis that were outlined earlier.
Relevance to Clinical Psychology
The concepts of diagnosis and diagnostic systems are inextricably linked to the 
medical profession. The practice of physicians is very much diagnosis led and so its 
importance to them is paramount. Clinical psychologists have often been the primary 
perpetrators of criticism against the use of diagnosis in psychiatiy and, although this 
has been constructive, it is important that the profession recognises the benefits to 
using such a system. I will use the same headings as in the last section to document 
these.
1. Theory of Psychopathology
Clinical psychology is a theory driven profession. We do not in general use a
diagnosis to guide our work, but rather a formulation of an individual's problems 
within the various psychological theories for which there is a good level of supporting 
scientific evidence. As for disease models used in psychiatry, many of the 
psychological theories of psychopathology have their limitations and so continued 
research is essential. Much of this research is on the efficacy of psychological 
interventions, and the majority of this is conducted on large groups of clients who can 
be classified as having some clinically important and relevant features in common. 
With the failure of medicine to demonstrate a biological cause to psychiatric illnesses, 
more attention has been focused on multifactorial theories, taking biological, 
psychological and social elements into consideration. It is therefore essential that 
clinical psychology continues to develop its contribution to this model and, without 
this grouping together of clients, it would be impossible to provide the statistical data 
needed to give empirical support to our work and theories.
2. Guide to Treatment and Management
As already mentioned, clinical psychologists in general use a formulation to guide 
their practice. Each formulation will be different for each client, and it would be 
impossible to have a textbook that described the type of intervention suitable for all of 
the situations encountered. However, the information gained through formulation 
allows us to either explicitly or implicitly fit a client into diagnostic category. It is 
possible to document the types of intervention that have been successful with these 
types of syndrome and so provide some guidance of what and what not to do.
3. Communication Between Professionals
The vast majority of clinical psychologists in Britain work within the NHS. Since the 
development of multidisciplinary teams in the past decade or so, clinical psychologists 
are more and more involved with other mental health workers such as psychiatrists, 
nurses, occupational therapists, speech and language therapists and social workers. 
Furthermore, psychologists are in contact with professionals and services outside of 
mental health, such as general practitioners, education authorities and the employment 
service. It is therefore essential that we are able to communicate to these various
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agents in an efficient and accurate manner, which the use of a diagnostic system can 
facilitate.
Conclusions
Psychiatric diagnostic systems in current practice are far from perfect. Criticisms have 
been directed at their lack of predictive validity and hence their usefulness, the poor 
reliability at which clinicians agree with diagnoses and the negative effects on the 
client that diagnosis may have. However, it can be seen that classification is essential 
for the development of psychopathology theories, is helpful in guiding treatment and 
management of clients, and is useful in facilitating communication between 
professionals. All of these factors are relevant for the practice of clinical psychology, 
and so we should through our training become conversant with the various systems in 
use (such as ICD-10 and DSM IV) and use them where appropriate in practice, taking 
into consideration the difficulties and shortcomings involved.
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Year 1: Long Term Disabilities Essay
What place do psychologically based therapies have in the 
treatment and management of psychotic symptoms?
Introduction
One of the most important advances in psychiatry was the introduction of the 
phenothiazine group of drugs for the treatment of psychotic symptoms. However, 
these have not proved to be the 'miracle cure' that they may once have hoped to be, 
with research showing that residual symptomology is still a problem for a significant 
number of clients (Curson, Barnes, Bamber, Platt, Hirsch, & Duffy, 1985; Fallon & 
Talbot, 1981). It is now recognised that what is needed is a multidimensional 
approach which takes biological, social and psychological factors into consideration 
and clinical psychologists have been active in promoting this and conducting research 
into the efficacy of various models (Birchwood & Tarder, 1992). Some of the 
proposed psychological interventions for schizophrenia take the environmental 
context into account, such as in family therapy (Barrowclough & Tarrier, 1992), or 
the early intervention model (Birchwood & Shepherd, 1992). Others have 
concentrated more directly on the symptoms themselves, and it is this group which I 
will focus on in this essay.
Cognitive-Behavioural Treatment of Positive Symptoms
Auditory hallucinations and delusions are primary psychotic symptoms and as 
mentioned above a considerable number of clients continue to experience them 
despite the use of neuroleptic medication. This and the fact that some clients suffer 
unpleasant side-effects to medication and because poor compliance is common in 
schizophrenia has led to the investigation of other techniques (Tarrier, 1992).
The cognitive-behavioural interventions for positive symptoms have very much been 
directed by earlier studies into client's own coping mechanisms. Falloon and Talbot 
(1981) reported that clients incorporated a wide number of behavioural and cognitive 
strategies to deal with intrusive voices and delusions which included: change in
14
posture; increase or decrease in interpersonal contact; change in level and type of 
activity; attentional control; covert and overt verbal suppression; and change in 
attitude to the voices. Breier and Strauss (1983) in a similar study, grouped clients' 
self-control techniques into three categories: self-instruction; reduced involvement in 
activity; and increased involvement in activity. They identified the importance of 
clients being able to use what Kanfer (1971) described as the closed-loop model of 
self-control which consists of the three stages - self-monitoring, self-evaluation and 
self-reinforcement. The findings by these studies were also confirmed by Carr (1988) 
who concludes, "schizophrenic clients are not simply passive victims of their illness" 
(p350).
Tarrier (1992) describes a systematic approach to positive symptoms which he calls a 
'Coping Strategy Enhancement'. This initially involves a thorough assessment of 
symptomology with the corresponding antecedents and consequences as well as the 
elicitation of the client's existing active coping with their symptoms and the 
effectiveness of any coping. From this information a target symptom is selected on 
the hasis of priority or ease of treatment and an appropriate coping strategy is chosen 
from those naturally occurring. The therapist works in a typically cognitive- 
behavioural way, explaining the rationale of the intervention to the client and 
ensuring that there is a collaborative relationship. The coping strategy is practised 
within sessions initially in isolation and then with the symptom being generated. The 
client is required to rate ease and success of the coping method. This is continued 
until the client can use the strategy well and then it is practised between sessions with 
explicit homework tasks, which includes monitoring of success. As with other 
cognitive-behavioural programmes, the therapist ensures a constant feedback loop, 
with action being taken if suggested methods cannot be implemented or are not 
successful. Tarrier concedes that clients may require long and detailed training in 
coping methods before change in symptomology is produced. This Coping Strategy 
Enhancement (CSE) technique has been evaluated by Tarrier (1992) in comparison to 
a problem-solving (PS) control procedure and preliminary results indicate that CSE is 
superior to PS which in turn is better than no treatment alone.
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The work of Tarrier above and the evidence provided by the studies investigating 
clients' own coping strategies as regards auditory hallucinations has focused on the 
frequency and content of the voices. Intervention has primarily been concerned with 
changing the client's behaviour or attention in an attempt at reducing the 
hallucinations. Chadwick and Birchwood (1994) have proposed a radically different 
model in which it is the client's beliefs about their voices that is the focus. In an initial 
study they found the following: Firstly all of the participants in their study believed 
their voices to be extraordinarily powerful (omnipotent) and all knowing 
(omniscient). More importantly from a therapeutic point of view was the client's 
belief about the voice being malevolent, benevolent or neither of these. It was found 
that these beliefs were not highly correlated to the content of the voices as might 
initially have been expected. However, a client's behavioural and affective response to 
the hallucinations was related to their belief about the voice's intention, with 
malevolent voices tending to cause attempted resistance and negative affect, whilst 
benevolent voices were more frequently engaged with and generally provoked 
positive emotions. People who were uncertain about their voices displayed no clear 
pattern between beliefs and behaviour but experienced negative affect as a result of 
them. The compliance with commands issued by voices was found to be a more 
complex relationship of at least five factors. These are a) degree of compliance with 
the command; b) malevolent vs. benevolent voice; c) client's belief about 
consequence of obedience or disobedience; d) whether the command was innocuous 
or severe; e) and finally extraneous factors such as person's mood at the time and 
persistence of voices.
Chadwick and Birchwood (1994) then propose a cognitive treatment plan whose aim 
is to weaken or eradicate beliefs about voices that are causing distress or behaviour 
that may be dangerous to self or others. The programme is similar to other cognitive- 
behavioural ones in its philosophy and structure. The first stage is to establish 
engagement, credibility and rapport with the client, an essential step as the authors 
acknowledge that clients will probably find it difficult and uncomfortable to 
disengage from their voices. The beliefs about voices and the degree of distress and
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disruption they cause are assessed, along with the evidence to support these views. 
Engagement in therapy is induced by asking the client to consider the advantages and 
disadvantages of holding these beliefs (the disadvantages usually outweigh the 
advantages), although, in keeping with this framework's collaborative empiricist 
approach, the beliefs are not absolutely discounted as possibilities.
A number of cognitive techniques are used to counter the beliefs. These are:
a) Hypothetical contradiction, whereby the client is asked to consider whether a 
hypothetical occurrence which contradicts their belief would have any influence on 
that belief. This is a useful technique to gauge strength of conviction and also 
introduces the idea of an alternative explanation.
b) Verbal challenge in which the client is asked to question the evidence supporting a 
belief and to explore other interpretations.
c) Empirical testing of beliefs using 'live' experiments.
This type of approach has only undergone preliminary evaluation with a small 
number of clients and the authors recognise that it is not proof for the model or 
efficacy of intervention. However, the results to date show a clinically significant and 
stable reduction in the strength of the beliefs reported and that this was associated 
with concurrent positive changes in other areas of functioning. An unexpected finding 
was the report that the frequency and duration of the hallucinations was reduced as a 
consequence of the intervention, even though this had not been an objective. The 
authors postulate that this may have been due to a concordant reduction in stress as a 
result of diminished belief about the power of malevolent voices (in accordance with 
the stress-vulnerability model of schizophrenia (Clements & Turpin, 1992), but this is 
contradicted by there being a reduction in the frequency and duration of voices 
believed to be benevolent and that evoked positive emotions. A possible explanation 
proposed for this is that the intervention weakens the affective and behavioural 
consequences of the voices that had previously been reinforcing and maintaining the 
symptom. There was also no reported reduction in self-esteem in the clients who 
experienced a reduction in benevolent voices as might perhaps have occurred due to
17
the resulting reduction in positive emotions elicited by these voices, suggesting this 
treatment may be suitable for these clients as well.
According to Chadwick and Lowe (1990), despite the common occurrence of 
delusions in psychosis, it has been neglected within the clinical field. There have 
however been a number of proposed psychological theories of delusional thinking 
from a variety of perspectives (Hingley, 1992). Chadwick and Lowe (1990) proposed 
a cognitive-behavioural intervention based on the theory initially reported by Strauss 
(1969) that delusions should be thought of as points on a continuum with normal 
belief formation. Maher’s (1988) theory that delusions are rational explanations of 
abnormal experiences is another example. Both of these theories suggest that 
delusional beliefs should be modifiable at least in some clients. Chadwick and Lowe 
worked with six clients for whom baseline measurements were made for their 
conviction, preoccupation and anxiety with their delusions. Therapy consisted of two 
main tools in an attempt to modify the delusional beliefs:
a) Verbal challenge. This cognitive method was used starting with evidence for the 
belief in inverse order of importance. This is in accordance with the theory that if too 
direct an approach is taken then the beliefs may actually be strengthened (see Milton, 
Patwa & Hafher 1978).
b) Reality testing. For clients for whom verbal challenge was insufficient to modify 
their delusion, a reality test was conducted which the client had previously agreed was 
a genuine test of their belief.
The variables mentioned above, conviction, preoccupation and anxiety were 
measured throughout the study and at 1, 3 and 6 month follow-up in order to evaluate 
the efficacy of the intervention. After the final follow-up an independent clinical 
psychologist interviewed all clients in an attempt to increase the validation of the 
effect. The results showed that for 5 out of the 6 clients there was a marked reduction 
in their belief conviction, two of whom rejected their delusions completely. The first 
stage, verbal challenge, produced this reduction in 4 out of the 6, whilst reality 
testing, carried out with 3 clients, produced change in 2 of these. For some, verbal 
challenge was sufficient to reduce belief conviction and for others this did not occur
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until the second method was incorporated. These changes were maintained at follow- 
up. For the client for whom there was no change only verbal challenge was used, the 
professionals involved recommending that reality testing should not be used with this 
client. There was no clear effect on the other variables preoccupation and anxiety, 
with clients experiencing either no change, some change or fluctuation in these 
factors as a result of the intervention. Likewise there was no consistent correlation 
between the variables, the relationship being highly dependent on the individuals 
concerned.
Other secondary measures, the Beck Depression Inventory (BDI, Beck, 1967) and a 
short symptom questionnaire, were also taken throughout the study and at follow-up. 
There was a significant reduction in the mean BDI score for all clients and there was 
no new symptom reported for any client. The independent psychological assessment 
confirmed the positive changes and this was corroborated by anecdotal reports from 
other professionals who were unaware of the aims of the intervention. The authors 
conclude that these finding are consistent with the theories of Strauss (1969) and 
Maher (1988) that the cognitive processes involved in formation of delusional beliefs 
are not essentially different to those operating in non-delusional beliefs and are 
therefore open to mediation.
Integrated Psychological Therapy (IPT)
The role of cognitive deficits within schizophrenia, both from an aetiological and 
maintaining perspective, has been well researched (Burrows, Norman, & Rubinstein, 
1986; Hyde, Nawroz, Goldberg, Bigelow, Strong, Ostrem, Weinberger, & Kleinman, 
1994). However, Brenner and his colleagues (1992) claim this has not led to 
intervention strategies addressing these deficits and consequently have researched a 
technique they have called Integrated Psychological Therapy. It consists of 5 
hierarchical subprogrammes that are presented to clients in groups of 5-7 for 30-60 
minute sessions 3 times a week for about 3 months. The first stage of the programme 
is to improve clients' basic cognitive skills by receiving training and practice in tasks 
starting with stimulus discrimination using number, form, colour and day of week
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followed by more complex word problems. This then progresses to training on 
concept formation and systematic search strategies to improve recall of concepts. 
Social Perception, the second stage, is, despite its name, still aimed at improving 
cognitive abilities by training the clients to discriminate between social stimuli 
(displays of social interaction with a variety of type and intensity of emotions) of ever 
increasing complexity and distress. Discussion of opinions is used as a form of reality 
testing and modification of perceptions that are distorted.
The third level of the programme concentrates on verbal communication, whilst the 
final two focus on social skills and interpersonal problem solving. Although the last 
two stages are similar to conventional programmes of this type, the authors emphasise 
the role and enhancement of cognitive elements. Evaluation of this type of 
programme so far has indicated it has positive effects on elementary cognitive 
processes and that some studies (Brenner et al 1990) have demonstrated a significant 
decrease in psychopathology as compared to control groups, and that these were still 
present at 18 months follow-up. Significantly lower hospitalisation rates were also 
recorded for this group. The authors do not however give specific details on effects on 
particular symptoms, and concede that further controlled clinical trials are needed to 
confirm the efficacy of IPT.
Occlusion of Monaural Auditory Input
Following firom Green, Hallett, & Hunter’s, (1983) neurological theory of auditory 
hallucinations, a number of behavioural interventions have been investigated. This 
theory postulates that the voices represent verbal activity in the non-dominant 
hemisphere, and so clinical researchers have examined the prediction that decreasing 
the auditory input to this hemisphere whilst increasing dominant hemisphere 
verbalisations at the onset of hallucinations may reduce the voices. In general this has 
been achieved by the use of an ear plug to remedy the first element and by asking the 
client to name objects in their environment as a means to the second component.
This idea is not incompatible with the some of the self-reported strategies that Falloon
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and Talbot (1981) documented, which included the use of increased verbalisations 
either to self or others and the spontaneous use of ear-plugs by one client. So far this 
technique has only been investigated with small numbers of clients (e.g. Birchwood, 
1986; James, 1983) but promising results have been shown. However, the findings 
have produced a number of theoretical contradictions that are still under debate and, 
o f course, larger studies are needed to provide more evidence of its efficacy as an 
intervention.
Psychological Therapies and Negative Symptoms
With the exception of Integrated Psychological Therapy, all of the above 
interventions have focused only on the positive symptoms associated with psychosis. 
Although important, they are only half of the story, with negative symptoms causing 
much distress to sufferers and their carers (Hogg & Hall, 1992). Negative symptoms 
include restricted expression of emotion; speech impairment; under activity and 
apathy; loss of pleasure; and attentional impairment. A number of psychological 
approaches have been proposed to counter these problems:
Behavioural Techniques'. With the rise in popularity of behavioural psychology in the 
1960s and 1970s these techniques were widely applied in psychiatric institutional 
settings (Tarrier, 1992). Although in the past decade there has been a significant move 
away from large institutions, these techniques can still be applied within smaller 
community settings. Generally they have followed operant theory and been applied to 
both positive and negative symptoms. Success for the former was limited (Tarrier, 
1992) and, as already indicated, other interventions have been developed for these. 
However, Hogg and Hall (1992) document their continued usefulness for negative 
symptoms. Inactivity they claim is primarily a function of lack in motivation 
(although this should not be assumed without an adequate premorbid skills 
assessment) and by modifying the antecedents and consequences of behaviour this 
can altered. Social reinforcement is often used as a starting point, with more tangible 
reinforcers being introduced at a later time. There is an emphasis on applying operant 
conditioning theory techniques such as the linking of reinforced behaviour to other 
activities and changing to intermittent contingency schedules in order to generalise
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the effects of the programme and to make it as similar as possible to naturally 
occurring reinforcement. The end point is usually for the client to receive intrinsic 
rather than artificial reinforcement for the activity or behaviour.
Cognitive-behavioural approaches'. The negative symptoms of schizophrenia are 
similar in many respects to the symptoms of depression for which cognitive- 
behavioural treatment (CBT) has been greatly used with good success (Hawton, 
Salkovskis, Kirk, & Clark, 1989). Hogg and Hall (1992) therefore encourage the use 
of CBT principles for the range of negative symptoms seen in psychosis, stipulating 
that even for clients for whom there is known to be some underlying neurological 
impairments, these techniques may be of benefit as they have for people with 
neurological damage and those with learning disabilities. Activity scheduling, 
problem-solving, and the modification of thoughts and beliefs underlying and 
maintaining depressed and anxious affect are some of the procedures which are 
applicable to this client group. More research needs to be conducted to evaluate the 
outcome of CBT with negative symptoms and to discover what, if  any, modifications 
are needed in its application to enable it to be successful.
Conclusions
There are currently a wide number of psychological therapies available for the 
treatment and management of psychotic symptoms. So far these have tended to 
concentrate on positive rather than negative symptoms and all are in an infant stage as 
regards their theoretical underpinnings and their clinical practice. However the picture 
is one of optimism, with results of studies hopefully encouraging further 
investigation.
One of the of questions which still needs to be addressed is which types of clients will 
benefit most from which interventions, a question which has dogged clinical 
psychology and psychiatry in general. Sufferers of psychotic symptoms are by no 
means a homogenous group and various factors need to be considered. For example, 
Hingley (1992) emphasises the importance of recognising cognitive differences in 
aspects such as attributional style and the bearing this may have on the formation and
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treatment of delusions. Likewise, within the treatment of negative symptoms, it is 
likely that approaches may have to be tailored to the degree of impairment suffered, 
with behavioural programmes being more applicable to the less able and cognitive- 
behavioural approaches suiting those who's degree of impairment is not so severe 
(Hogg & Hall, 1992).
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Year 1: Learning Disabilities Essay
Improved quality of life is a possible hut not inevitable 
outcome of deinstitutionalisation.
Discuss this statement in relation to the resettlement of 
people with learning disabilities.
Introduction
It often seems that the resettlement of people with learning disabilities into the 
community is without doubt the best thing to do and should not be questioned. Some 
possible reasons for why this is the case are:
• It is a policy that has been endorsed by the government, and therefore 
must be based on sound research and evidence.
• The alternative of living in a large, isolated hospital is one that most 
people imagine to be immeasurably worse, this view being based on either 
direct or indirect experience, or on hearsay and myths about large 
institutions.
• The people with learning disabilities for whom resettlement effects have 
offered little resistance to the idea, and so therefore it must be good for 
them.
In reality there is not a simple answer as to whether the move into the community will 
benefit a person with learning disabilities. For some the change brings great 
improvement in their quality of life whilst for others it may diminish depending on a 
large number of factors such as age, personal history, lifestyle prior to resettlement, 
the alternative to a long-stay hospital and the amount of support they are given to 
make the transition. I will first look at the concept of 'quality of life' and the changes 
in approach to people with learning disabilities which has resulted in the programme 
of resettlement now in existence. Next I will examine factors influencing quality of 
life in long-stay hospitals and following this there is a discussion on how the move 
into the community should improve people's life but why sometimes this is not the
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case.
Quality of Life and the Change in Philosophy
Defining 'quality of life' is not an easy task. Without definition it is impossible to 
measure a concept and without measurement it is impossible to state whether a 
person's quality of life has actually changed, either for better or worse. Whilst debate 
over what is quality of life will undoubtedly continue at a philosophical level, it is 
essential for practitioners to attempt at operationalisation and then to act on this 
working definition. In the last quarter of a century the philosophy of normalisation 
(Niije, 1969; Wolfensburger, 1972) has had the primary influence on care of people 
with learning disabilities in Britain (Brown & Smith 1992). This states that people 
with a disability of any kind should be given the help and support they need to allow 
them to live their lives and experience a range of activities in a similar way to non­
disabled people. Obviously the place a person lives will have a profound affect on the 
degree to which they are able to lead a 'normal' life, with placement in a shared ward 
in a large hospital away firom the rest of society greatly constraining this philosophy. 
The move into the community for people with learning disabilities, as well as for 
others with long term mental health needs, has also been driven by political and 
financial motives (Hunter & Wistow, 1987), but these will not be discussed here 
unless they have a direct bearing on the main subject.
This academic and clinical development in the philosophy of care has been mirrored 
by changes in policy at a service level. The White Paper 'Better Services for the 
Mentally Handicapped' (DHSS & Welsh Office, 1971) set goals for reduction in the 
number of hospital residents and for increases in residential and day care facilities 
provided by local authorities. This was to be in conjunction with increased funding 
for existing hospitals to upgrade the buildings and improve staff skills through extra 
training. It also paved the way for greater joint working and funding between Health 
and Social Services (Hunter & Wistow, 1987), a relationship that today is crucial for 
effective service provision. The Jay's Committee report (Parliament, 1979) reiterated 
this shift in policy as well as recommending a change to social work rather than
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nursing training for staff in residential homes.
The policies mentioned above achieved their aim of reduced numbers of long-term 
hospital patients primarily by the indirect route of diminishing the number of 
admissions. The more recent government initiative, 'Care in the Community' (DHSS, 
1981; 1983), proposed the more direct approach of transferring patients into the 
community and, as a result, over the past decade there has been a big reduction in the 
number of people with learning disabilities living in long-stay hospitals, and 
consequently the many issues surrounding resettlement have received great interest 
and wide discussion.
The Quality of Life in a Long-Stay Hospital
1. The Disadvantages
Much has been written about the negative effects of living in a long-stay hospital, 
both by clinicians at all levels and by patients themselves. I have separated these into 
three main areas:
a. Social Exclusion. When the hospitals for the 'insane' and 'idiots' were built in the 
middle of the last century they were situated away from towns and cities both for 
society's sake and for the sake of the inmates of these establishment for whom asylum 
was thought to be the kindest solution. However it also means the loss of many of the 
benefits of living within society:
• It greatly reduces their opportunity to see their families and any friends they may 
have had before moving to the hospital, as well as hindering any further chances of 
developing relationships with people other than other residents.
• It prevents them from having the opportunity of using the facilities which society 
at large takes for granted. This includes important infrastructure services such as 
post offices, banks, education services and public transport; the huge variety of 
shops found in larger communities; and the wide range of leisure facilities such as 
pubs, restaurants, cinemas, theatres and sports centres to name just a few of the 
most commonly used.
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• Living in a long-stay hospital may also reduce a person's opportunity to find some 
sort of work. This can be for many reasons, including transportation and the 
increased stigmatisation that comes from living in such a hospital (Goffman, 
1968).
b. Standard o f Living on the Ward. Some of the descriptions of life on a ward of a 
long-stay hospital (e.g. Ryan & Thomas, 1987; Wing, 1989) are enough to make one 
shudder at the thought of the living conditions that are endured. It is hoped that recent 
reforms have gone some way to improve conditions, but there are some 
characteristics of hospital living that are inherent:
• Lack of privacy is a fact of life in hospital, with residents having to share wards 
with perhaps twenty or so others and space and security for personal belongings 
being limited. Even with improvements in accommodation, it is rare for residents 
to have their own rooms. The lack of privacy also extends to the toilet and 
bathroom facilities with the lack of locks on doors being common, and in some 
instances the lack of doors! (Ryan & Thomas, 1987). For hospital residents it is 
often impossible to escape the atmosphere of the ward to be alone or to be with 
chosen others. This obviously diminishes their opportunity for social and sexual 
relations.
• Hospital inpatients often have very little choice in their living environment. 
Furniture is usually standard health service issue and the decor is often bland and 
unimaginative. Even when the resources are available to provide new furniture or 
to redecorate, with a large number of people sharing the same accommodation, it is 
difficult for individuals to exercise personal preference.
• Living in a hospital for people with learning disabilities means all the people one 
is co-habiting with have learning disabilities and, increasingly so, they are 
generally the people with the severest disabilities as they have proved most 
difficult to place in the community. This is unlikely to be the choice of most 
individuals, regardless of whether they have a learning disability or not, and serves 
to limit their scope for social interaction as well as having to cope with the strain 
of living with people who may exhibit challenging behaviours which can be as
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equally distressing to the residents as to the staff.
• Providing care for a large number of people necessitates a great deal of 
organisation and, with limited resources, requires certain concessions to economy 
of scale. For the individual this results in a reduction of choice as regards basic 
living requirements such as when and what to eat and drink and the level of 
heating or ventilation they would like.
c. Abuse. Verbal and physical abuse of patients by staff seemed to have been an 
integral part of life in a long-stay hospital. It was used both as a method of control 
and perhaps as a method of expression of staff dislike and frustration with the 
patients and the system of care. Sexual abuse has been less documented, but seems 
likely to have been commonplace. Of course abuse continues to occur to clients 
resettled in the community, but certain characteristics of long-stay hospitals fosters 
an abusive approach:
• The segregation of people with learning disabilities into hospitals emphasises the 
difference between them and the rest of society and serves to somewhat 
dehumanise them. Being regarded as less than human by society allows staff to 
justify treating them as less than human.
• If part of the reason for abuse is because of their lack of abilities and 
independence, a hospital environment, with all of the negative and restrictive 
aspects detailed above, will do nothing to change staff members' view of them.
• Being isolated as they are, both geographically and socially, long-term hospitals 
are away from the normal checks a community establishes to prevent incidences of 
abuse and so abuse is allowed to continue undetected.
• By definition, the patients of these hospitals are vulnerable by virtue of their 
inability to prevent or stop the abuse and are unable to escape the environment in 
which it is occurring.
2. The Advantages
In the study of the closure Darenth Park Hospital (Wing, 1989) it was found that
many patients had positive things to say about their living arrangements. Indeed,
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hospital life can provide a number of advantages that are difficult to replicate in the 
community:
• The large number of people living in the hospital can often facilitate many inpatients to 
form friendships and relationships with other inpatients, with these relationships being 
sustained over a long period.
• In some hospitals patients have access to leisure facilities or occupations which may not 
be available so easily in the community.
• Some of the hospitals have spacious grounds which patients are able to use.
• Life in a hospital can provide protection from some of the more unpleasant aspects of 
community living such as teasing or ridicule by members of the public who have a 
negative view of people with learning disabilities.
The Quality of Life in the Community
The resettlement of people with learning disabilities into the community is designed 
to improve their quality of life by making available to them '...patterns of life and 
conditions of everyday living which are as close as possible to the regular 
circumstances and ways of life of society' (Nitje, 1976). I wish now to examine how 
the move to the community can achieve this goal and reasons for its possible failure.
One of the most obvious changes that resettlement achieves is the move for the 
person with a learning disability into a much smaller living unit. According to the 
philosophy of normalisation, this should be a 'substitute home' (Ryan & Thomas, 
1987) and should ideally be with no more than say 4 or 5 others, all of whom choose 
to live together. The accommodation should provide the person with 'normal' levels of 
privacy, such as one's own room, and a 'normal' level of comfort. Often this goal is 
not achieved when a person with a learning disability moves into the community. 
Many of the alternative residential homes or hostels are relatively large, providing 
accommodation for up to 20 or 30 residents. Furthermore, the lack of decent housing 
sometimes means that residents are still required to share a room with another person. 
Although it may be argued by some that this is still an improvement to living in a 
long-stay hospital, the facilities available may actually be worse. For example, in a 
group home for 20 people there may well be only one common lounge to be shared
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by all, reducing residents degree of choice of where to spend their leisure time. This is 
in contrast to a large hospital where space is not so much of a scarce commodity and 
can therefore afford more varied common areas.
One of the fundamental rights a non-disabled person has in the community is being 
able to choose where they wish to live. This choice will of course be limited by 
certain constraints such as income and work and family commitments, but is still a far 
greater choice than a person with a learning disability is often offered. For people 
with more severe disabilities the decision may have to be made for them, but for those 
who are capable of expressing a preference there should be a range of alternatives of 
type of accommodation, location and who they are to share with. As regards the latter, 
Ryan & Thomas (1987) point out that people with learning disabilities are usually 
only able to live with others who have similar disabilities, but that this meets others' 
needs not necessarily their own. Successful pilot schemes where non-disabled people 
choose to share with a person or persons with a learning disability and receive pay for 
the support they provide show that there is the potential for more alternative forms of 
housing that would increase people's choice.
Part of living in the community is for that community to provide the necessary 
services to give people with learning disabilities the chance to experience the range of 
occupational and leisure activities that non-disabled people are able to. For this to be 
successful, two elements are required; firstly the facilities themselves, such as 
adequate day centres, evening clubs etc, and secondly, and just as importantly, the 
staff to support the person with a learning disability in using these services as well as 
aiding them to do other community and domestic living activities. If it is the case that 
a person is taken to a day centre on four days of the week where they are required to 
sit in on activities which have little interest for them, whilst the remainder of the time 
they spend sat in the lounge of their group home with most of their domestic and 
community tasks done for them by staff, then it is unlikely their quality of life will 
improve much following resettlement. What is needed is an individualised 
programme of activity which takes personal preference into consideration and
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provides enough support for the person to get as much out of the activity as possible 
and facilitates the learning of new skills where appropriate.
It is recognised that people with learning disabilities, as well as having the right to 
'normal' experiences, also may have specialised needs which should be met. One of 
the philosophies of large institutions was that by grouping together people with 
similar needs, it would be easier to meet these needs, especially where this related to 
access to certain professionals. This was an ideal that was seldom realised (Ryan & 
Thomas, 1987), and it is important that this does not remain the case following 
resettlement into the community. The formation of Community Mental Handicap 
Teams in the 1970s was designed to provide this level of specialised support from 
such professionals as psychiatrists, clinical psychologists, nursing staff, social 
workers and speech and language therapists. However, this will only be successful if 
adequate resources are provided to serve the needs of this population and the system 
is organised in a way that promotes easy access to this service.
Conclusion
In the past twenty-five years the philosophy of 'normalisation' has greatly influenced 
the care and service provision for people with learning disabilities. A major part of 
this change has been the gradual resettlement of people formerly living in long-stay 
hospitals into the community. This deinstitutionalisation should bring with it an 
improvement in the quality of life of those involved by virtue of their living 
environment, their daily activities and their access to regular and specialised services. 
It was proposed that this improvement is not automatic and that resettlement can, and 
does in some cases, lead to no betterment of quality of life and may in fact reduce it 
by removing the benefits that the institution provided.
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Year 2: Children. Adolescents & Families Essay
Does cognitive-behavioural therapy work 
for children and adolescents ?
Introduction
Cognitive-behavioural therapy (CBT) is a technique for helping people with a range 
of psychological problems, and is a fairly recent development. The 1950s saw the 
increase in popularity within psychology of 'behaviourism', the so called orientation 
based on the theories of operant and classical conditioning. Also occurring in this 
decade was the first attempts by psychologists to apply these principles to modify the 
behaviour of adults with psychiatric problems (Hawton, Salkovskis, Kirk, & Clark, 
1989). In the 1970s what has been labelled the 'Cognitive Revolution' hit psychology, 
with behaviourism being criticised by many as being too simplistic and the focus of 
attention being shifted to internal cognitive processes. Emerging from the new 
Zeitgeist came a number of cognitive theory driven therapies for psychopathology 
such as the Self-Instructional Training proposed by Meichenbaum (1975) and the 
more sophisticated therapy described by Beck and his colleagues (Beck, Rush, Shaw, 
& Emeiy 1979). There had of course been earlier cognitive theories and therapies, 
such as Kelly's (1955) Personal Construct Theory and Ellis' (1962) Rational Emotive 
Therapy (RET), but, probably due to the overwhelming support of behaviourism at 
that time, these did not have the impact of the later models, although, especially in the 
case of RET, they did much to guide them.
Within some quarters of academic psychology, the debate between behaviourists and 
cognitivists appears to remain. However, within the field of clinical psychology 
attention has focused on the use of a type of therapy that integrates both of these 
theories, wherein both cognitive and behavioural factors are succumbed to scrutiny 
and change to reduce the level of psychopathology. Furthermore, behavioural 
'experiments' are incorporated to directly test out distorted cognitive processing. This 
approach with adults has proved popular as a result of supportive empirical evidence 
and has been applied to many of what were traditionally known as neurotic problems
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(Hawton et al, 1989), and more recently has been applied to psychotic symptoms (e.g. 
Birchwood & Shepherd, 1992). The use of CBT with children and adolescents has 
followed much the same historical development although at a somewhat slower pace, 
perhaps as a result of the previous predominance of behavioural approaches with this 
client group and the reservations about children's ability to use cognitive principles.
There now however exists a large body of research into the effectiveness of CBT with 
children and adolescents. I intend to outline the types of CBT that exist and have been 
used with children, then look at the issue of cognitive development and CBT and then 
finally review the research into the efficacy of the approach for a range of problems.
Types of CBT used with Children and Adolescents
When referring to CBT with adults it is likely that most clinical psychologists think 
of the type of therapy proposed by Beck et al (1979) whereby clients are assisted in 
identifying and modifying irrational and unhelpful thoughts and their underlying 
beliefs, using behavioural 'experiments' to help test out hypotheses. There are 
however a number of other techniques which are commonly used in clinical work 
with children, and come under the general rubric of cognitive-behavioural procedures 
(Meador & Ollendick, 1984). The following is a brief description of the major ones 
used, although in some cases they will have been labelled differently:
Modelling is thought to play a major part in the way children leam in their natural 
environment and, according to Bandura (1969) contains the following elements: 
observing and tracking the action of another person or object, internal representation 
of those actions and subsequent storage and recall of them in memory, and finally the 
ability to use the internal representations to control behaviour. It can be used either on 
its own to teach or demonstrate a particular behaviour, or more likely in conjunction 
with other techniques.
Self-control techniques: This includes three main steps; (a) Self-monitoring which 
involves attending to one's own behaviour, thoughts and feelings using aides such as
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monitoring sheets and recording devices that appeal to the age of the child in question 
(e.g. Stark, 1990). (b) Self-evaluation, which teaches children to evaluate their 
behaviour in a given situation compared to previously discussed realistic standards, 
(c) Self-reinforcement training is the final step whereby children are taught to reward 
themselves either by positive self-statements or by awarding themselves with points 
that can be exchanged for other rewards at a later time.
Social skills training includes a number of components that can be taught separately 
or as a package. Social perception training aims to improve children’s ability to 
correctly judge the thoughts, feelings and intentions of others from various verbal and 
non-verbal cues such as posture, tone of voice and facial expression. This can be 
achieved through a number of mediums including role-play exercises, photographs 
and videotape. In particular this type of intervention might be used for children who 
react aggressively to others partly as a result of their misperception of that person’s 
intentions. Another aspect o f social skills training is teaching appropriate ways to act 
in a social interaction when the individual has a narrow repertoire of responses. This 
may be particularly useful for adolescents who have anxieties about interacting with 
their peers.
Problem-Solving Training. This can be used to give clients better ways of coping 
with difficult situations which might otherwise lead to anxiety, low mood or less 
adaptive ways of coping such as aggression or substance misuse. Although using the 
same basic principles of all problem-solving, D ’Zurilla and Goldfiried (1971) outlined 
a model of interpersonal problem-solving, which as the name suggests focuses on 
difficulties in oneself and one’s problems with relating to others. It includes the usual 
five steps of problem-solving whereby the person initially orientates themselves to 
the problem, then clearly defines what the problem is which is followed by the 
generation o f solutions fi'om which one is decided and implemented. Evaluation of 
the outcome of the decision is the final stage, with further action taken as required.
Miechenbaum’s Self-Instructional Model. This follows from the theories of
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Vygotsy (1962) and Luria (1961) which proposed that as a child's language develops 
there is an increase in the internalisation of verbal commands that are essential for 
voluntary control of behaviour. Meichenbaum's technique takes into consideration the 
shift from external to internal control by teaching a process in the order overt-adult, 
whereby the adult performs the task while talking out loud; overt-child, whereby the 
child performs the task talking out loud; and finally covert-child, in which the child 
remains silent but uses inner speech to guide their action. The move from the child 
performing the task overtly to covertly can be broken down further by having the 
child whisper to him/her self as an intermediary step.
Cognitive Restructuring Techniques or semantic based techniques as they are 
otherwise known are the more commonly recognised CBT. These include Ellis' 
(1971) Rational-Emotive Therapy and Beck's Cognitive Therapy (Beck et al, 1979), 
and use the language of the therapist as a mediator for change. As mentioned above, 
these focus on identifying how irrational thinking and assumptions affect mood and 
behaviour with the aim of modifying them. Direct alterations in behaviour are also 
used both as a method of increasing positive reinforcement and for testing out the 
rationality of thoughts or assumptions.
CBT and Cognitive Development
Within the field of child development, the development of cognitive processes and 
skills has been well studied. The majority of the theories, such as Piaget and Inhelder 
(1969), Luria (1961) and Bruner (1964), propose that children pass through various 
levels or stages of cognitive development in a sequential manner. The level achieved 
is dependent on age and experience, although there can be a considerable degree of 
variation between children. The most influential of these theories is that proposed by 
the Swiss psychologist Jean Piaget (McShane, 1991). Piaget theorised that there are 
four stages of cognitive development, which I will outline here as they will be 
relevant in the later discussion:
1. Sensorimotor, birth - about 2 years. During which behaviour is organised as a 
function of some sensory or motor effect and there is the absence of true thought.
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2. Preoperational, 2 years - 6/7 years. Lacks cognitive structures possessed by 
concrete operational child, which explains the phenomena of egocentrism and 
animism.
3. Concrete Operational, 6/7 years - 12/13 years. Demonstrates the ability to reason 
about concrete, visible events, such as in conservation experiments.
4. Formal Operations, 12/13 years onwards. Marks the ability to think hypothetically 
about the world, and to entertain what-if possibilities.
The level of cognitive development will have an effect on a child's ability to profit 
from cognitive therapies, regardless of which theory of development is adhered to, 
and it has been argued (Wasserman, 1983) that this might partly account for findings 
of inconsistent treatment effects in studies of CBT. In the previous section the types 
of CBT were outlined, and it has been hypothesised by Wasserman (1983) that there 
could be a continuum of CB techniques which could be chosen in light of 
developmental considerations. 1 will now look briefly at his suggestions.
Wasserman proposes that the most basic of CB techniques is modelling. This seems 
to be the most useful technique to use with very young children but, as might be 
expected at an early level of cognitive development, the effects tend to be specific 
with little generalisation.
The next level of CBT would be techniques such as Self-Instructional Training and 
Self-Control Techniques. Again, as for modelling, there is a problem of generalisation 
of effects, this seeming to be linked to developmental level. Wasserman (1983) 
suggests that this technique is useful for teaching children age 6 years and below 
specific tasks, but to be able to leam the technique as a cognitive strategy to be used 
in other situations is not possible until much later, perhaps not until the formal 
operations level has been achieved.
Imagery is seen to be next on the continuum of CB techniques. Wasserman proposes 
that its effectiveness is due to the reinforcing or anxiety modification characteristics
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of the image, not the semantic techniques that are needed to produce the image. 
Although imagery is thought to be one of the most primary forms of thinking, and 
present in very young children, Piaget and Inhelder (1969) found in their studies that 
the ability to relate imagery to overt behaviour is not possible until the period of 
formal operations and therefore may have limited use in the teaching of behavioural 
skills to children below the age of 12 years (Bandura & McDonald, 1963).
The final category of techniques on Wasserman’s continuum is the cognitive 
restructuring or semantic based interventions. Certain semantic abilities must be 
present for these techniques to be successful, including: introspection, reflection on 
one's own thoughts and fantasies, developing and testing of hypotheses and logical 
deductive reasoning. According to Piaget's model of cognitive development, these 
skills are not acquired until the formal operations level, and even then it may be some 
years until an adolescent is skilled and practised enough to be able to use them 
effectively. As we will see from the following review of research in this field, the 
results tend to support this hypothesis.
Review of Efficacy of CBT with Children and Adolescents
The following is a sample of some of the individual papers investigating the efficacy 
of a range of CBT techniques with this client group for a number of presenting 
problems. The discussion of any common deductions will be left to the conclusion 
section.
Dush, Hirt, & Schroeder (1989), in their meta-analysis of Self Instructional Training 
(SIT) applied to childhood behaviour problems, found this technique to be more 
effective than placebo or no-intervention, although the effect size at .41 on average 
was not that impressive and considerably smaller than that found by the same authors 
for adults at .81 (Dush et al, 1983). As regards the use of SIT with children, Dush et 
al found that in general this technique was more successful with children presenting 
with anxiety or impulsivity problems, but not so effective for aggressive and 
disruptive behaviour. Furthermore children 11 years and older tended to benefit more
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from the interventions.
Baer and Nietzel (1991) conducted a meta-analysis of CBT of impulsivity in children. 
They reported similar treatment effects as Dush et al above, but direct comparison is 
not possible as they included a range of treatment techniques whilst limiting the 
problem to that of impulsivity. They outline a number of methodological problems 
such as the poor definition and therefore poor control of the concept of impulsivity; 
the lack of adequate follow-up procedures; and the validity of outcome measures 
used.
Kendall, Howard, and Epps (1988) reviewed studies that have examined the use of 
CBT to help children with anxiety problems. They reported that Kanfer, Karoly and 
Newman’s (1975) well-controlled study into the use of self-control procedures to 
affect children's ability to tolerate the dark demonstrated the effectiveness of this 
technique in modifying behaviour but that this was limited to a laboratory setting only 
and the subjects involved did not have the severe fear that would be seen in a true 
clinical population. Graziano, DeGiovanni, & Garcia (1979) addressed this latter 
issue by using a package of CBT techniques including relaxation, imagery, self­
statements and operant positive reinforcement with a group of 8-12 year old with 
severe fear of the dark. The results were impressive and maintained at the 1 year 
follow-up, and although there was no control group, it seems likely that the 
intervention was responsible for some of the change. However, due to the mixture of 
interventions it is not possible to discern which ingredient(s) was(were) effective, or 
indeed if  it is necessary to use a combination.
Kendall et al (1988) also review the use of CBT to reduce children's fear of painful 
medical procedures such as lumbar punctures and dressing changes, with the 
concomitant aim of improving children's co-operation with necessary treatments. 
Kendall and Braswell (1986) had previously written a paper aimed at improving 
physicians' awareness of such psychological techniques, and the consensus of 
research indicates that a package of methods, including relaxation, imagery, self-
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statements, modelling and behavioural contingencies is likely to be most effective, 
although there has been little attempt to examine individual components in this field.
Durlak, Fuhrman, and Lampman (1991) conducted a meta-analysis of CBT with 
"dysfunctional" children, with the specific hypothesis that cognitive developmental 
level could be the most important outcome mediator. They defined CBT as any 
treatment that attempts to change overt behaviour by teaching children to modify 
thoughts and thought processes and so included in their analysis was a wide range of 
interventions. Effect sizes for children that had not reached the formal operations 
stage of development was on average .56, whereas for children who had reached this 
stage the effect size was significantly higher at .92. This difference was not related to 
age per se without consideration of cognitive level.
There are relatively few studies investigating the effectiveness of cognitive 
restructuring approaches with children compared to the large amount of this type of 
research with adults (Spence, 1994). Butler, Mietzitis, Friedman, and Cole (1980) 
compared the efficacy of two interventions aimed at preadolescents with depressive 
symptoms. The cognitive restructuring programme was a mixed of Beck et aVs (1979) 
cognitive therapy and Ellis' (1962) Rational Emotive Therapy, whilst the other 
approach was a role-play programme designed to help the children become more 
aware of their and other's thoughts and feelings and also included some teaching of 
problem solving and social skills. Both of these programmes resulted in a decrease in 
the depressive symptomology and cognitive distortions whilst enhancing self-esteem. 
However, the control group, which received no treatment, also improved and so it is 
not possible to say what effect the interventions had over and above natural recovery.
Conclusions
There are a number of therapeutic techniques that can be used with children and 
adolescents that could be labelled cognitive-behavioural. Two important factors when 
considering research into the efficacy of a psychological treatment are a) what are the 
specific components of the treatment, the active ingredients if you like; and b) what is
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the problem being treated. For such research with children and adolescents there is 
also the important consideration of level of development. The literature on the 
efficacy of CBT with this client group has in general been poor at delineating these 
three components, with some of the studies focusing on a particular technique for a 
range of presenting problems, whilst others use a mixture of techniques for a 
particular problem. The inconsistency in the reporting of and controlling of 
age/cognitive level confuses the issue further. It is hardly surprising therefore that 
many of the research papers and meta-analyses are unable to make any firm 
conclusions about the use of these techniques.
There are however some general conclusions that can be reached. Firstly the age and 
level of cognitive development must be considered by the clinician before selecting 
therapeutic methods. Before the age of about 12 years it seems that in general 
children do not have the necessary cognitive ability to use cognitive restructuring 
techniques and can only use other techniques such as Self-Instruction and Self- 
Control in a specific learnt manner rather than as a global strategy. There also seems 
to be a consensus that CBT is more successful with some presenting problems as 
opposed to others. Anxious behaviour and impulsivity may respond better to 
cognitive mediation than aggressive and disruptive behaviour, which may be suited to 
a more behavioural approach.
Cognitive ability is not the only factor to be considered when dealing with this client 
group. Belsher and Wilkes (1993) point out that it is age appropriate for adolescents 
to be narcissistic and so the therapist must not be too quick to challenge views that are 
self-opinionated and behaviour that is self-centred. Furthermore, at a age when 
receiving instructions from an adult may instil a rebellious response, therapists should 
allow the adolescent a degree of control within the programme, such as selecting a 
homework task from a choice of three or four.
The research findings certainly indicate that there is benefit in using CBT with 
children and adolescents, especially when a package of techniques is used. There will
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however need to be further research conducted to affirm which of these techniques is 
most effective with which types of problems and what influence the age of the child 
has. It also seems that the mode of presentation of components may be a key factor 
with this client group and one that needs greater investigation rather than simply 
extrapolating those used with adults.
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Year 3: Specialist Topic Essay
The debate between controlled drinking and abstinence as a 
treatment for people with alcohol dependency
Introduction
Within the field of treatment and research of people with alcohol problems the 
question as to whether controlled drinking is a viable treatment goal has resulted in a 
long and at times acrimonious debate between supporters of this approach and those 
who espouse the more traditional goal of abstinence. The historical, sociological, 
political and financial factors which have resulted in such strongly held views for the 
use of abstinence have been thoroughly discussed elsewhere (e.g. Heather & 
Robertson, 1981; Fingarette, 1988) but it is worth a brief outline here in order to put 
the debate in context.
The starting point can be traced to the influence of the medical profession in the 
early 19th Century. At this time professions such as psychology and sociology were 
a long way from establishment and medicine and the use of biological explanations 
of human abnormalities were of great influence. Two physicians, an American 
Benjamin Rush and Thomas Trotter in Britain, simultaneously devised a disease 
concept of alcoholism. This was of particular influence in the USA and led to the 
foundation of the Temperance Movement whose campaigning brought about the 
Volstead Act in 1917 making alcohol an illegal drug. The consequences of the 
Prohibition Era, which lasted for more than 10 years, were disastrous, with organised 
crime surrounding the production and supply of alcohol becoming increasingly 
violent and eventually leading to the repeal of the act.
Shortly following the end of prohibition in the United States there was the formation 
of Alcoholics Anonymous in 1935 which remains probably the best known 
organisation for the rehabilitation of persons with alcohol problems. The cornerstone 
of their philosophy followed the early medical model that true alcoholism is an
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irreversible disease that can only be effectively treated by complete abstinence. This 
disease concept of alcoholism was formerly operationalised by Jellinek (1952, 1960) 
in which he categorised those with drinking problems into five different sub-types, 
each assigned a Greek letter. Only two types, 'gamma’ and 'delta' were regarded as 
being due to a disease which resulted in physiopathological changes which in turn 
bring about craving and importantly loss of control over drinking. Jellinek's work has 
been of great influence in the medical and psychiatric world and has sometimes been 
used by proponents of abstinence to support their position despite the fact that, as 
Heather and Robertson (1981) point out, nowhere in Jellinek's (1960) book is there 
anything to suggest that the disease is irreversible or that there is a necessity for 
permanent abstinence.
As Fingarette (1988) illustrates, there are plenty of other factors outside of scientific 
empirical evidence which have contributed to the persistence of alcoholism being 
dichotomously regarded as a disease in the face of the alternative conception of 
alcohol problems being on a continuum (e.g. Edwards, Gross, Keller, Moser, & 
Room, 1977). These include the opinion that by classifying alcohol problems as a 
disease the alcoholic will have the advantage of diminished blame for their condition 
and will thus receive more support and encouragement from friends and family to 
seek help. Secondly the treatment of alcohol problems is big business for private 
hospitals, particularly in the United State and increasingly so in Britain. If 
alcoholism was no longer seen as a disease this may have serious consequences on 
the availability of funding from private health insurance. The alcohol industry itself 
may surprisingly have a vested interest in propagating the disease concept. The 
advantage of this from their point of view is that they can assure customers that this 
only affects a small, identifiable group of people, leaving the remaining majority to 
feel safe in purchasing their products. These few examples demonstrate the 
complexity of factors involved in promulgating the disease model of alcohol 
problems and the consequent treatment goal of abstinence. Indeed, Galanter (1987) 
suggests that the cultural influence of Alcoholics Anonymous with its quasi-religious 
commitment to abstinence is likely to render other treatment goals nonviable in the
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United States.
Controlled Drinking Studies
There is an abundance of literature that reports the return to normal drinking by 
former alcoholics. In their review, Pattison, Sobell, and Sobell (1977) cited 74 such 
publications. Although not the first of these, probably the first major influence was 
the study published by D.L. Davies in 1962. Davies reported the outcome findings of 
a study conducted at the Maudsley Hospital in London, in which 7 out of 93 male 
patients said to be suffering from "alcohol addiction" were found to have resumed 
normal drinking patterns at follow-up, which ranged from 7-11 years. "Normal 
drinking" was defined as "their use of alcohol has never gone beyond the limits 
regarded as permissible in the cultural groups from which they are drawn" (Davies, 
1962). This study caused a great deal of fervour within the field and the themes of 
the criticism it received can be identified in most of the critiques of subsequent 
studies. Primary amongst these was the argument that the 7 individuals were not 
genuine alcoholics and so their return to normal drinking was not relevant. Although 
initially this argument was used in a dogmatic and tautological manner along the 
lines of if an individual can return to controlled drinking then they could not have 
been an alcoholic, it did highlight the need for a more precise definition of alcoholic 
and its careful use within research. The Alcohol Dependence Syndrome (Edwards, 
1977) has been an important development in this vein.
Other criticisms at the time of Davies' (1962) report were less useful and more the 
result of ideological dogma. These included the claim that the 7 had not really 
returned to controlled drinking and that they were concealing the amounts consumed 
or that the quantities were too low to trigger off the chain reaction which would lead 
them back to uncontrolled drinking. Others such as Thimann (1963) simply 
dismissed the findings as "a freak anomaly of human biochemistry or 
psychopathology" and therefore of no importance. The findings which Davies (1962) 
reported were the unintentional consequence of a routine outpatient follow-up study 
into alcoholics who had received inpatient treatment and therefore, not surprisingly.
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was not a carefully controlled study with the type of methodological stringency seen 
in later studies. Edwards (1985) reported a later follow-up of the original 7 cases in 
Davies' study, extending the overall observation period to between 29 and 34 years. 
Edwards found that on re-examination the results were not as clear cut as first 
thought. Firstly the initial level of alcohol dependence which each of 7 cases suffered 
was questioned. Edwards, using the criteria which he devised for the alcohol 
dependence syndrome (Edwards, 1977), reported that only 2 of the cases could have 
been diagnosed as severely dependent, with 3 cases being only slightly dependent, 
whilst the information on the other 2 remained equivocal. As regards the outcome of 
the 7 clients, Edwards' (1985) follow-up concluded that only 2 (1 severely dependent 
and 1 slightly dependent) of the 7 could in fact be classified as having returned to 
normal drinking. Furthermore, Edwards found that out of the 5 clients that had not 
managed to bring their drinking under control, at least 3 were drinking excessively 
during the original follow-up period examined by Davies (1962). This emphasised 
the point for the need for better definition of controlled drinking, to include 
concomitant other drug use, and the need for more accurate and valid information 
collation during follow-up. Taylor (1987) provides a comprehensive discussion of 
methodological issues in controlled drinking studies.
Despite its methodological failings, Davies' study had a profound influence on the 
alcohol treatment field and consequently there followed a number of studies 
designed to investigate the phenomenon of controlled drinking in former alcoholics. 
Mark and Linda Sobell, psychologists in the United States, have been at the forefront 
of the debate. They (Sobell & Sobell, 1973) reported the findings of a study which 
randomly assigned a group of 40 patients to either a controlled drinking experimental 
group or a traditional abstinence treatment group to act as a control. They followed 
up the patients over the next 2 years, assessing month by month the number of days 
each patient was "functioning well", i.e. either abstinent or controlled drinking versus 
number of days "not functioning well" which was the sum of drunk days and days 
incarcerated in hospital or prison. The results showed that over the two year follow- 
up period controlled drinking patients had significantly more days on which they
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were fiinctioning well as compared to the abstinence group, although both groups 
experienced days on which they were hospitalised or drunk due to their alcohol 
problems. The authors concluded that the findings provided some evidence that 
controlled drinking might be a preferable treatment goal for some clients with 
alcohol problems.
The Sobell's (1973) study came under quite considerable attack when in 1982 
Pendery, Maltzman and West published their independent follow-up of the same 
clients in the prestigious journal Science. Pendery et al reported the outcomes of the 
controlled drinking group only, concentrating on the negative aspects of their 
outcome, and came to the conclusion that the outcomes of the clients were poor and 
did not support the Sobell's claims for controlled drinking. This study captured the 
interest of the media and the public in the United States primarily because the 
implicit implication of the Pendrey et al (1982) study was that the Sobells were 
guilty of scientific fraud, an implication which was backed up by the comments of 
Maltzman in the media (Marlatt, Larimer, Baer & Quigley, 1993). An independent 
committee (Dickens, Doob, Warwick, & Winegard, 1982) cleared the Sobells of all 
allegations of fraud. Sobell and Sobell (1984) also provided a comprehensive 
response to the Pendrey et al critique, the main point of which was to reiterate that 
the original study (Sobell & Sobell, 1973) was a comparative one between two 
groups and that the presentation of data for one group alone was meaningless and 
misleading. Although the absolute benefit of any treatment intervention should be 
considered, it can only be truly evaluated in comparison with other available 
treatments. The Sobells (1984) conclude their response by suggesting that the 
Pendrey et al critique was a good example of the resistance to a change of scientific 
paradigm as postulated by Kuhn (1970).
A large, longitudinal study in which 2,339 male alcoholics treated at Alcohol 
Treatment Centres across the USA were followed up was conducted by Armour, 
Polich and Stambul (1976) and became known as the Rand Report. At the six month 
follow-up point 68 percent of the sample were in remission of which 12% were
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normal drinkers in the month prior to follow-up as opposed to 18% and 38% who 
were 6 month and 1 month abstainers respectively. Normal drinking was defined as a 
mean daily intake of less than 7 units of alcohol, a maximum of 12 units on any one 
drinking day and no report of tremors or other serious consequences of alcoholism. It 
was noted that actual consumption by the normal drinking group was considerably 
less than these upper limits. At the 18 month follow-up point the overall remission 
figure was roughly the same at 67% but the divisions into the three categories had 
changed: 24% six month abstainers, 21% one month abstainers and 22% normal 
drinkers, indicating that the number of persons adopting normal drinking had 
increased over time at the expense of the one month abstainers. The authors 
concluded that the findings suggest the possibility that controlled drinking does not 
always lead to a full relapse and that for some alcoholics moderate drinking as 
compared to abstinence does not carry an increased risk of relapse. A four year 
follow-up was also conducted on the same population (Polich, Armour & Braiker, 
1980) and found that 15% of the original sample had died, and out of the remainder 
that were interviewed 28% were six month abstainers (only 7% had been consistently 
abstinent since treatment), 18% fell into the category of non-problem drinkers and 
the remaining 54% were classified as problem drinkers. The data also supported the 
hypothesis that the more dependent an individual is on alcohol the less likely they 
are to be able to achieve controlled drinking in relation to their chances of obtaining 
abstinence.
It is not surprising that following the potentially career ending controversy 
surrounding the Sobells' study in the early 1980s, researchers in this field have 
endeavoured to produce studies which are methodologically tight. Two good 
examples of such work were published in the same year. Sanchez-Craig, Annis, 
Bomet and MacDonald (1984) conducted a study which randomly assigned 70 early- 
stage problem drinkers to one of two cognitive-behavioural programmes, one with 
the treatment goal as abstinence and the other with the goal as controlled drinking. 
Both groups were taught skills which were similar to what later became known as 
relapse prevention (Marlatt & Gordon, 1985), such as identifying high risk situations
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and developing cognitive and behavioural coping strategies. The controlled drinking 
group in addition was taught, and practised methods of drinking in a moderate, 
controlled manner. Over the two year follow-up period there was no significant 
difference between the groups' success at reducing their alcohol intake. The authors 
summarised their findings by saying that most of the controlled drinking clients 
achieved moderation of alcohol use and that most abstinence group clients failed to 
maintain abstinence but nevertheless were able to moderate their drinking. This 
finding suggested that there are important variables affecting outcome other than 
assignment to a treatment programme with a particular outcome goal.
Foy, Nunn and Rychtarick (1984) conducted a similar study but with alcoholics 
whose problems were more chronic. Inpatients were randomly allocated to one of 
two groups, both receiving a variety of components such as alcohol education 
sessions, behavioural group therapy, individual therapy, social skills and self­
management training and also vocational assistance. The experimental group in 
addition received drinking management training. Neither of the groups was given a 
treatment goal of either abstinence or controlled drinking although the authors do not 
discuss this factor. Over the whole 12 month follow-up period there were no 
significant differences between the groups as regards their drinking or on a number 
of social adjustment measures including vocational status, residential stability, 
recreational activities and drink driving offences. In the first 6 months after discharge 
from the programme the experimental group who had received controlled drinking 
training actually had statistically significantly less abstinent days and more abusive 
days than the control group suggesting that the training had a negative affect for 
chronic alcoholics in the short-term.
Characteristics Determining Outcome
It is clear from the literature that some individuals are able to return to moderate 
drinking after having problems with alcohol. Because of the inability to demonstrate 
any consistent differential effectiveness between treatment programmes much 
attention has been focused on the individual characteristics influencing outcome. As
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mentioned earlier, one finding firom the Rand Report follow-up (Polich et al 1980) 
was that the more dependent an individual was on alcohol the less likely they were to 
achieve controlled drinking. This has become a primary hypothesis in the controlled 
drinking versus abstinence debate (Orford & Keddie 1986a) and is supported by a 
number of studies (Edwards et al, 1983; Finney & Moos, 1981; Polich et al, 1980; 
Miller & Joyce, 1979). There are two separate issues within this hypothesis, firstly 
whether there exists a linear relationship between level of alcohol dependence and 
ability to control one's drinking, and secondly whether there is an absolute level of 
alcohol severity above which it is impossible to attain moderate drinking.
As regards the latter issue Stockwell (1986) made the point that he had not read of a 
single case which had convinced him that prolonged controlled drinking was 
achievable following a significant period of severe alcohol dependence. He states the 
criteria that he believes are necessary to constitute severe alcohol dependence and for 
controlled drinking. In reply to this Robertson (1987) questions part of Stockwell's 
criteria for severe dependence, particularly the point that withdrawal symptoms 
should be experienced daily, and also accuses Stockwell of double standards by 
challenging him to find any account in the literature of a single case of abstinence 
which satisfied all the criteria for severe dependence and comparably rigid 
abstinence criteria.
Booth (1990) reported a single case study of a man who had indeed fulfilled the 
criteria for severe alcohol dependence and who over a 10 year comprehensive 
follow-up period managed to maintain controlled drinking. Even Stockwell (1990) 
congratulated Booth on the case study and conceded that this was indeed a valid case 
and outlines the usefulness of the case as regards the direction of intervention 
programmes and future research. Meyer (1990) points out though that it would be 
poor scientific practice to allow single case studies such as these to dictate scientific 
theory.
Orford and Keddie (1986b) found no evidence to support the hypothesis that level of
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dependence affects ability to achieve controlled drinking. They assigned 46 clients to 
one of three treatment groups. Clients with a strong preference for either abstinence 
(AB) or controlled drinking (CD) as a treatment goal were put in a group in 
accordance with their preference. The remainder of the clients were assigned 
randomly to either AB or CD. The outcome of the clients in the year following 
treatment gave no support for the dependence hypothesis, i.e. those with high 
dependence assigned to the AB group and those with lower dependence in the CD 
group did no better than those who were assigned to the theoretically 'wrong' group 
which would have been the case if the dependence hypothesis was true. The study 
also attempted to test the other predominant hypothesis regarding the appropriateness 
of controlled drinking which postulates that better outcome is associated with the 
matching of treatment goal to personal persuasion (Orford & Keddie 1986b). This 
received some "tentative support" in that treatment in line with preference led to 
greater levels of success. Furthermore it was shown that preference of goal and 
actual treatment goal were predictive of goal obtained. The authors conceded that 
there were limitations in the methodology of their study that prohibited the 
generalisability of the findings, and as far as I am aware the results have not been 
replicated.
Conclusions and Current Thinking
Abstinence as a method of treatment of alcoholism originated from early biological 
explanations that conceptualised alcohol problems as an irreversible disease and the 
resultant strong ideological movements that stemmed from the demonising of this 
drug. It has not been supported by empirical evidence and contradicted by findings 
that for some alcoholics controlled drinking is a possible and perhaps preferable 
treatment goal. In recent years there appears to have been more merging of ideas and 
research findings in an attempt to improve services for people with alcohol problems.
Problems with alcohol are now more helpfully conceptualised within a complex 
model which incorporates biological, psychological and social factors, which is in 
line with the shift from previously predominant disease models for a variety of
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conditions including cancer and coronary heart disease (Kahler, 1995). This move 
away from a medical model, along with data from epidemiological studies (e.g. 
Institute of Medicine, 1990), has also led to alcohol problems being seen as a much 
broader issue than the small minority at the severe end of the continuum.
Sobell and Sobell (1995) emphasise the shift to alcoholism becoming much more 
under the remit of a public health approach with more resources being concentrated 
on prevention and with the establishment of primary, secondary and tertiary services 
to match need and provide cost effective treatment. They (Sobell & Sobell, 1995) 
suggest a stepped approach to service provision that matches individuals with 
drinking problems to the correct type and intensity of treatment. Matching a client 
would be done taking into consideration a variety of factors and guided by the 
research findings to date. The factors to be considered should therefore be level of 
dependence and severity of problem, previous attempts at treatment and client 
preferred outcome goal. This approach would need a wide variety of treatment 
options including abstinence and controlled drinking based treatments.
Marlatt et al (1993) in a similar vein argue for the need for more acceptance of harm 
reduction or minimisation within alcohol services whereby it is accepted that an 
individual will continue to drink but that any reduction in intake is beneficial to their 
health. Glatt (1995) warns of the danger that chronic severely alcohol dependent 
individuals may have irreversible organic damage, in particular to the liver, pancreas 
and brain, and that even low intakes of alcohol may exacerbate the condition and 
should be considered when deciding on treatment goal. He (Glatt, 1995) also points 
out that matching the individual to a treatment goal should not only take into 
consideration the individuals wishes, but also the wishes and attitudes of the family 
as in some cases these may be in conflict.
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Outline of 6 Clinical Placements
Year 1: Adult Mental Health
Dates: 2nd November 1994 to 5th May 1995
Supervisor: Siobhan Woollett
Location: Kingston & District NHS Trust, Elmside, Surbiton
Year 1: People with Learning Disabilities
Dates: 18th May 1995 to 16th November 1995
Supervisor: Karen Long
Location: Kingston & District NHS Trust, Elmbridge Lodge, Thames Ditton
Year 2: Children. Adolescents and Families
Dates: 29th November 1995 to 19th April 1996
Supervisor: Ann Kimber
Location: Chichester Priority Care Services, Child & Family Service, Chichester
Year 2: Older Adults
Dates: 25th April 1996 to 4th October 1996
Supervisor: Farzad Shamsavari
Location: Richmond, Twickenham & Roehampton Health Care NHS Trust,
Amyand House, Twickenham
Year 3: Specialist Placement in Psychoanalytic Psychotherapy
Dates: 8th October 1996 to 25th September 1997
Supervisor: Marina Perris
Location: Pathfinder Mental Health Services NHS Trust, Psychotherapy Dept.,
St George’s Hospital, Tooting & Atkinson Morley’s Hospital, 
Wimbledon
Year 3: Specialist Placement in Neuropsychology
Dates: 18th April 1997 to 24th September 1997
Supervisor: Carol Sampson
Location: Croydon Community Health, Broad Green Centre, Croydon
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Abstracts of 5 Clinical Case Reports 
Case 1: Adult Mental Health Placement
Mr M was a 34 year old man who was referred to me by the consultant psychiatrist on 
the Community Mental Health Team with which I was working. His presenting 
problems were depression and anxiety, particularly concerning his ability at work. Mr 
M has had six episodes of major depression since the age of 21 years, lasting from 6 
to 18 months but describes his general mood as low most of the time. He had tried a 
number of treatments in the past including anti-depressant medication and a variety of 
psychotherapeutic approaches both from the NHS and privately, none of which had 
been particularly effective.
Mr M felt that his problems originated in his childhood. His parents both suffered 
from depression and he remembers that his behaviour seemed to have very little effect 
on them, which resulted in him giving up trying to influence them. This background 
history led me to formulate his difficulties within a Learned Helplessness framework 
that had led to the formation of early maladaptive schemas such as “nothing I do will 
have any effect”. These schemas triggered off automatic thoughts of helplessness and 
futility, particularly when he was confronted with any challenge such as at work. Mr 
M ’s felt that this formulation fitted well with his experience and, importantly it was 
something new after the previous attempts of therapy.
The intervention consisted of two simultaneous approaches. Firstly we worked 
through his life chronologically looking at his achievements and using cognitive 
restructuring techniques to help him to think more rationally about them. Secondly 
part of the sessions were used to concentrate on the here and now, using cognitive and 
behavioural methods to alter his behaviour and his way of thinking about events.
I saw Mr M for nine weekly sessions plus two follow-up appointments. His mood 
improved and he was less anxious about his performance at work, and I felt, left with 
some resources to tackle difficult times that he may have in the future.
62
Case 2: People with Learning Disabilities Placement
Mr B was a 40 year old man with a learning disability who had recently been moved 
from a ward in a long-stay hospital into a group home in the community. The staff at 
the new home requested neuropsychological assessment in order to obtain a clear 
picture of his current level of intellectual functioning. He had been previously 
assessed at the age of 16, 20 and 24, but there were no recent assessments.
The test administered were the Wechsler Adult Intelligence Scale - Revised (WAIS- 
R), the Leiter International Performance Scale (LIPS) and the British Picture 
Vocabulary Scale (BPVS). Mr B ’s behaviour during testing is described, both for his 
general interaction with me and his ability to apply himself to the assessment 
procedure. The functions of the tests are outlined in the report and the scores 
presented. The discussion outlines the parts of the tests on which Mr B had particular 
difficulty and compares current test results to previous assessment with a conclusion 
on his general level of intellectual functioning.
Case 3: Children. Adolescents & Families Placement
Jennifer was a 10 year old girl who was referred by her GP because of a long-standing 
phobia about animals. Her mother reported that she has always been frightened of 
animals. Jennifer displayed a classic fear reaction whenever she came into contact 
with domestic animals, this phobia causing much disruption to her life. Details about 
Jennifer’s developmental history, personality and family are provided and these 
indicate a stable and caring family environment and describe her as an otherwise 
normal and happy 10 year old.
The background reasons for the phobia were unclear. For unknown reasons Jennifer 
formed irrational beliefs about the risk of harm from animals. These beliefs were 
being maintained by avoidance and escape from situations that involved exposure to 
animals. The family supported this behaviour.
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My intervention was cognitive-behavioural. The first few sessions were spent 
eliciting her beliefs about animals and working more at a cognitive level before 
incorporating any behavioural exposure. Although Jennifer seemed able to use 
cognitive techniques in these preparatory sessions it became apparent in the initial 
exposure sessions that she found it difficult to transfer these methods. The use of 
cognitive techniques with children is discussed with reference to the literature.
This led to a change to a more behavioural approach. Detailed exposure sessions were 
planned, with time of exposure and proximity to the animal (firstly a cat and then a 
dog) used as variables which were gradually increased. A schedule of reinforcement 
was also implemented, using pocket money from her parents as a reinforcer. During 
the exposure sessions Jennifer was helped to achieve more control over her fear 
through relaxation and by identifying and challenging thoughts which were 
contributing to her anxiety.
Jennifer did well in these sessions and her improvement is outlined in the report. 
There was some evidence that the work was generalising to outside of the sessions 
but by the end of my placement it was felt that she had not gained enough for her to 
be able to continue the improvement on her own and with the help of her family. 
Consequently the trainee on placement directly after me continued working with her.
Case 4: Older Adults Placement
Mrs F was an 81 year old woman who was referred because of depression and anxiety 
that she had experienced since her husbands death four years previously. She had 
been married for 57 years and her self-identity was very much tied to her relationship 
with her husband. In the past five years she had suffered from a number of important 
losses, both in terms of bereavements and her own physical health and independence. 
Her difficulties were conceptualised within a loss model whereby Mrs F found it 
difficult to make the necessary adjustments to enable her life to carry on without her 
husband. This abnormal grief reaction was I believe added to by the fact that she 
unconsciously felt a great deal of anger towards her husband for decisions he had
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made during their relationship which resulted in them not having children, a fact 
which she bitterly resented.
My intervention was guided by a mixture of models; loss, psychodynamic and 
existential. I helped Mrs F understand and work through the pain of the multiple 
losses she had suffered and through interpretation explored how these losses fed into 
her anxiety about her own future, particularly as regards her own death. It was 
extremely difficult for Mrs F to tolerate any negative feelings towards her husband, 
despite there being considerable evidence of anger towards him. Slowly these feelings 
were expressed to some degree and she started to understand that these feelings did 
not destroy the good in the relationship.
Mrs F ’s mood improved over the therapy and her anxiety level dropped. She was 
much less preoccupied with her husband’s death, both within and between sessions 
and became more involved in activities at the day hospital she attended. There were 
plans to discharge her from the day hospital and for her to commence attending a 
community day centre.
Case 5: Specialist Placement in Psychoanalytic Psychotherapy
Mrs B was a 57 year old woman who was referred for psychotherapy because of her 
low mood and high levels of anxiety which had started about a year previously when 
she had been admitted to a general hospital for an infection in her legs. She had been 
referred to the Community Mental Health Team where she had been treated with 
medication and six sessions of anxiety management. Her symptoms did not abate and 
in fact worsened, resulting in her having to go on extended sick leave.
In the case report details are provided about Mrs B ’s early environment, which was 
one of great deprivation, particularly regarding her parents lack of ability to meet her 
emotional needs. These early object relations are used to explain unconscious feelings 
of loss and anger towards her parents that had been prevented from being made 
conscious by a number of psychodynamic defence mechanisms. The experience of
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hospitalisation regressed Mrs B to an earlier stage of development and thereby caused 
her to re-experience many of the emotions she had been defending against.
The method of brief psychoanalytic therapy used is described in the case report. The 
aim of the therapy was to allow Mrs B to develop insight into her unconscious 
feelings through examination of the material brought to therapy and through the 
development of the transference relationship.
Mrs B worked well in the sessions and gained much understanding of the issues 
underlying her symptoms. Her symptoms reduced during the time of therapy and she 
was able to return to work. However she was unable to fully express her anger and 
aggression towards her parents and this is likely to continue to cause her difficulties 
in the future.
Section 3: Research
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Year 1: Literature Review 
Outcome Studies of Brief Individual Psychodynamic Therapy 
Introduction
Traditional psychoanalysis, the theory in which all briefer forms of psychodynamic 
therapy are rooted (Bauer & Kobos, 1984), was not always the lengthy procedure it 
now invariably is. Indeed Freud himself had a number of cases which were treated in 
a short time (Malan, 1963), for example the composer Gustav Mahler, who Freud 
helped in a single four hour session. Marmor (1979) explains that as the theory of 
psychoanalysis became more complex, coupled with a simultaneous increase in the 
ambitiousness of the goals of analysis, so the process increased in length. Malan 
(1963) lists the theoretical factors that he feels contributed to this lengthening process, 
but also claims that these patient factors are only half the story and analyst factors 
should also be taken into account. He documents these as:
•  A tendency towards passivity and the willingness to follow where the 
patient leads
•  The sense of timelessness conveyed to the patient
•  Therapeutic perfectionism
• The increasing preoccupation with ever deeper and earlier experiences
All theorists who have attempted to shorten the length of therapy have in some way 
tried to counter these factors. The early work of this type was conducted by Ferenczi, 
and Alexander and French and for a summary of their contributions see Bauer & 
Kobos' (1984) review of the history of short-term psychodynamic therapy. Of the 
more recent workers in this field the most important have been:
1. David Malan, who, with Michael Balint, developed what was initially 
called Focal Therapy and later Intensive Brief Psychotherapy. As well as 
his theoretical contributions. Malan (1963; 1976), as will be seen later, 
was one of the pioneers in the evaluation of this type of therapy.
2. Peter Sifheos who developed his Short-Term Anxiety Provoking
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Psychotherapy throughout the 1960's and 1970's culminating in his 
principle text (Sifheos, 1979).
3. Davanloo (1978; 1980): who was another major influence in the field on
brief psychotherapy, both from a theoretical point of view and as an
organiser and source of impetus for research on this topic.
4. James Mann: who's Time Limited Therapy (Mann, 1973) is another
important theory in the attempt at reducing the length of therapy time.
An outline of these theories is beyond the scope of this review and readers are 
referred to the references given for each of the above, or, for a summary, to Bauer and 
Kobos (1984) for Malan, Sifheos and Davanloo, and to Shefler, Dasberg, and Ben- 
Shakhar, (1995) for a summary on Mann's theory.
Despite there being a number of different methods warranting the title brief 
psychodynamic psychotherapy, they all have a number of characteristics in common. 
Firstly, as mentioned above, they have their roots in traditional psychoanalytic theory, 
predominantly Freudian and Kleinian. They all involve the therapist taking a more 
active role such as: focusing the patient on a central conflict; making early 
transference interpretations; and by being more prescriptive. Finally, inherent in this 
type of therapy is the understanding between the therapist and the patient that the 
treatment is not open ended, be this by explicitly demarcating the number of sessions 
available, such as in Mann's technique, or simply by imposing upper limits which 
may or may not be reached.
In the past three decades there has been a plethora of studies aimed at evaluating the 
efficacy of short-term psychodynamic therapy both in comparison to no treatment and 
in comparison to alternative methods. The following is a review of the major outcome 
studies and, as will be seen, there is far from a consensus of opinion about the validity 
of this type of therapy and so following this section will be an attempt to explain 
some of reasons for such contradictions.
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Major Outcome Studies 1963-1995
The work of David Malan: Probably the first important comprehensive investigation 
into the nature and efficacy of brief psychotherapy was David Malan's (1963) 
presentation of his and his colleagues findings fi*om their work with twenty-one 
clients at the Tavistock Clinic in London. Malan felt that previous research had fallen 
down for several reasons. Firstly they tended not to publish sufficient details about 
the individual cases used in the study, thereby not allowing independent readers to 
draw their own conclusions; often only successful cases were published, preventing 
lessons to be learned from failure; rarely had outcome measures developed from 
psychodynamic methods been used; and finally the disregard for sufficiently long 
follow-up. Malan's study attempted and succeeded in redressing these methodological 
problems which, with the exception of the first issue of case details, have been major 
influences in the design and usefulness of subsequent research.
Malan identified three questions that he felt research into this field should attempt to 
answer:
• Are only some clients suitable for this type of therapy, and if so how should they 
be selected?
• What technique of therapy should be used?
• What are the outcome results of such intervention?
The reader may be excused for thinking that, considering the title o f this essay, my 
attention will be focused on the latter of these. However, as Malan points out, these 
questions are very much interrelated and can only be divided superficially. The first 
two questions, along with the method used for measuring outcome, are, I believe, the 
root of many of the contradictions within this body of research and, as mentioned 
earlier, I wish to discuss this in a later section. Therefore I will not present in detail 
here the selection and characteristics of clients involved and the techniques used in 
the studies, but confine myself to their conclusions about the efficacy of brief 
psychodynamic therapy.
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One of the motivations for Malan writing such a detailed exposition of his team’s 
findings may possibly have been linked to the radical implications of these results and 
the fear that unless the evidence presented was as thorough as possible they would 
have difficulty finding acceptance. They concluded that the brief psychotherapy they 
used could have strong positive effects on symptoms and underlying characterlogical 
problems, not only in clients with ’mild’ problems but also, and this is the radical part, 
”in patients with relatively extensive and long-standing neuroses.” This was based on 
outcome measured at four points: termination of therapy, 8 months, 3 years and 5 
years.
In 1976 Malan published the results of his team’s replication study, this time based on 
work done with thirty patients, again at the Tavistock Clinic. The study was 
essentially the same as the first one but with changes to the outcome scoring to allow 
amenability to statistical testing and with an increase in the length of follow-up used 
which, although varied for each client, was in some cases over 13 years. The findings 
entirely supported those of the first study with the added conclusion that the results 
could be long-lasting and deep-seated.
Luborsky, Singer, and Luborsky: One of the most commonly quoted papers in the 
topic of outcome of psychotherapy is that by Luborsky et al (1975). This was a 
review of a number of studies which has compared different forms of treatment for a 
range of psychiatric problems. Although this does not make specific claims towards 
evaluating brief psychodynamic therapy, it is worth mentioning because its 
conclusions I feel had an important impact on researchers and practitioners in the 
field of mental health. Over 100 different outcome studies were looked at and from 
these the seven following comparisons were devised: (It is important to note that 
throughout, the term psychotherapy was used to describe all generic talking therapy 
with the exception of behaviour therapy. Due to the dates of the studies (1955-1974), 
this tended to be psychodynamic or client-centred oriented therapy with cognitively 
oriented therapy only featuring in one study in the form of Rational Emotive 
Therapy.)
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1. Psychotherapy vs. group psychotherapy.
2. Time-limited vs. time-unlimited psychotherapy.
3. Client-centred vs. other traditional psychotherapies.
4. Behaviour therapy vs. psychotherapy.
5. Psychopharmacotherapy (PPT) vs. psychotherapy (PT). This included the 
combinations PPT vs. PT; PPT+PT vs. PPT; and PPT+PT vs. PT.
6. Psychotherapy plus a medical regimen vs. medical regimen alone for 
psychosomatic conditions.
7. Psychotherapy vs. control groups, or absence of psychotherapy.
The important conclusion reached by Luborsky and his colleagues is that most 
comparative studies found insignificant differences between the types of treatments. 
One of the exceptions was that psychopharmacotherapy was superior to 
psychotherapy and that the two combined was better than either of the other alone. 
The authors point out that the majority of the clients involved in these studies were 
schizophrenics and this may account for the bias towards drug treatment. Comparison 
number seven, which is more relevant to the present topic, showed that about 60% of 
the comparisons favoured psychotherapy over a control, with the remainder being a 
tie.
As said earlier, this study does not contribute directly to the evaluation of brief 
psychodynamic therapy but is important because it encouraged research in to what 
factors account for change and whether these are specific to a certain type of therapy 
or generic to any type of intervention or indeed to human interaction which contains 
certain characteristics. These are exactly the sorts of question asked in the following 
study.
Strupp & Hadley: In what was called the Vanderbilt Psychotherapy Project, Strupp 
and Hadley (1979) compared the outcome results of three groups of male college 
students suffering from depression. One group received time-limited psychodynamic
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psychotherapy with an experienced therapist, the second group received 'counselling' 
from untrained college professors, and the third group was minimal treatment 
controls.
The results they claim were straightforward and consistent. Clients undergoing 
'therapy' with the college professors on average improved quantitatively as much as 
those seen by experienced professionals. This was found to be the case both at 
termination of treatment and at follow-up 1 year from termination. Likewise, there 
was no statistical difference between treated groups and controls, although the authors 
state that the statistical power of this comparison is low. They conclude that the 
positive changes experienced by the clients seem to be attributable to ''the healing 
effects of a benign human relationship'', the important characteristics of which were 
identified as warmth, empathy, genuineness and interest. No hypothesis for change in 
the control group clients was proposed.
Husby: In 1985 Husby, Dahl, Dahl, Heiberg, Olafsen, and Weisoeth published the 
findings of their research known as ''The Oslo Study''. This was a naturalistic study in 
a similar vein to those of Malan (see above). Thirty-nine out-patients with ''a neurotic 
personality structure'' received short-term dynamic psychotherapy and then followed- 
up at 2 years and at 5 years. The outcome results, the authors claim, strongly support 
the efficacy of this type of therapy.
No controls were used in this study and there were no comparisons made with other 
forms of treatment with the latter factor being beyond the goals of the research and 
the former it was argued not needed. To support this view the authors cite work done 
by Malan et al (1968; 1975) which investigated the baseline of spontaneous remission 
and concluded that this was far less common than previously thought and so would 
only have a minor effect on the group studied. This was backed up by the length of 
time their clients had had their symptoms and their self-report that there had not been 
any significant life event that had influenced their outcome results. In some clients 
there were changes which occurred between the 2 and 5 year follow-up points which
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could again not be accounted for by spontaneous remission or further therapy alone 
and is evidence the researchers propose for the 'sleeper’ effect of this type of therapy. 
This is an important factor in evaluating brief psychotherapy and will be discussed 
further in the next section.
David Shapiro: The First and Second Sheffield Psychotherapy Projects (Shapiro & 
Frith, 1987; Shapiro, Barkham, Hardy. & Morrison, 1990; Shapiro, Barkham, Rees, 
Hardy, Reynolds, & Startup, 1994) are good examples of well designed controlled 
studies aimed at evaluating different forms of psychotherapy. The two types of 
treatment under investigation were cognitive-behavioural therapy, which they termed 
prescriptive, and brief dynamic/interpersonal therapy which was given the label 
exploratory. The first study involved 40 professional and managerial workers referred 
for depression and/or anxiety in a cross-over design that allowed each client to 
receive 8 sessions of both types of therapy. In order to investigate the effect of 
treatment order, half of the clients received prescriptive therapy first followed by 
exploratory, whilst the other half received the treatments in the opposite order.
Assessment of outcome was carried out in between the two types of therapy, at 
termination of therapy and at 3 months follow-up. Again in this study there was no 
control group to compare with but, overall many of the clients made sufficient gains 
to be deemed 'recovered' by the end of treatment and that it was unlikely that this was 
completely attributable spontaneous and maturational factors. This lends support to 
psychotherapy per se as a valid form of treatment. As regards the comparison between 
the two types of therapy the results indicated that prescriptive therapy showed greater 
efficacy on the outcome measures used.
The Second Sheffield Psychotherapy Project (Shapiro et al, 1990) was designed to 
answer methodological questions that had arisen in the first project. Most importantly 
for this review was the query as to whether the comparisons made in the initial study 
had been biased towards prescriptive therapy because of the relatively small number 
(8) of sessions used and, because of the unconstrained randomised way in which
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clients were assigned to groups, those receiving exploratory therapy showed 
somewhat more severe symptoms prior to treatment. Consequently in the second 
study 120 clients are assigned to 4 treatment groups: 16 sessions of exploratory 
therapy; 16 sessions of prescriptive therapy; 8 sessions of exploratory therapy; 8 
sessions of prescriptive therapy. A two-stage randomisation procedure was used to 
take account of clients’ sex and their severity of symptoms.
Outcome was measured after 8 sessions for all clients, after 16 sessions for those in 
these groups and at 3 months after termination for all clients. Again the authors report 
substantial gains made by the clients in this study. As regards comparisons between 
the two methods and the effects of treatment duration, an overall verdict of 
'equivalent outcomes' is reached with some differences noted. There was no evidence 
that cognitive-behavioural therapy (CB) was more rapid in its effects than the 
psychodynamic/interpersonal therapy (PI) and no evidence for one treatment method 
to be suitable for a particular severity of depression. Overall there was no reliable 
evidence that 16 session was superior to 8 sessions in any therapy modality except for 
those clients presenting with severe depression (represented by a BDI score of 27 or 
above) for whom the longer duration treatment was significantly superior.
Barth: This study (Barth, Nielsen, Havik, Haver, Molstad, Rogge, Skatun, Heiberg, 
& Ursin, 1988), known as the Bergen Project, was a replication and extension of the 
work done by Husby et al (see above). As for this latter study, part of the research 
aim was to investigate the assessment of clients for short-term dynamic 
psychotherapy, a subject to be discussed later. However, it also provides evidence 
regarding the efficacy of such therapy and therefore is included in this section.
Three different forms of brief dynamic psychotherapy were evaluated: Sifheo's Short- 
Term Anxiety Provoking Psychotherapy (STAPP); Malan's Brief Psychotherapy 
(BP); and a more eclectic form of brief dynamic psychotherapy, the FIAT model 
(Nielsen, Havik, Barth, Haver, Molstad, Rogge, & Skatun, 1984). There were no 
statistically different outcome scores for the three types of therapy, no client became
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worse during therapy and approximately 86% showed substantial symptomatic relief, 
while 41% had a high outcome score on more dynamic personality characteristics. 
For most clients the changes were maintained at 2 year follow-up, with some showing 
further improvement. The results of this study would indicate the benefit of a number 
of forms of brief psychodynamic therapy.
Piper: This study (Piper, Hassan, McCallum, & Joyce, 1990) aimed at evaluating the 
efficacy of short-term psychodynamic therapy which resembled approaches described 
by Malan (1976) and Strupp and Binder (1984). In total 105 clients were involved in 
this study, 48 being assigned to immediate therapy whilst the remainder acted as 
waiting list controls and then received therapy. The authors claim their results provide 
considerable support for the efficacy of short-term dynamically oriented individual 
therapy. In comparison to the controls, treated clients showed significantly greater 
improvement in areas of interpersonal functioning, psychiatric symptomology, self­
esteem and life satisfaction. The control patients showed significant changes on some 
of the outcome scores, which supported the hypothesis of non-therapy effects, and, 
the authors claim, highlights the need for controls in any outcome study. Following 
their own therapy, the control clients on the waiting list showed similar gains to those 
who had received therapy immediately, thereby corroborating the therapy effects.
Svartberg & Stiles: These authors (1991) conducted a meta-analysis of 19 clinically 
relevant comparative outcome studies investigating the effects of short-term 
psychodynamic therapy as compared to no treatment controls and alternative 
therapies, the most common of which being cognitive or cognitive-behavioural 
therapy. Their findings did not paint a particularly optimistic picture of brief dynamic 
psychotherapy (BDP). BDP was found to be significantly superior to waiting-list 
patients but significantly inferior to alternative therapies at post-treatment, an 
inferiority which had increased by the 1 year follow-up point, thereby contradicting 
the hypothesis that the effects of BDP take longer to work. Cognitive-behavioural 
therapy in particular was reported as being the most successful for treating major 
depression.
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Crits-Christoph: Another meta-analysis conducted by Paul Crits-Christoph (1992) 
included eleven studies comparing brief dynamic psychotherapy to waiting list 
controls or to other forms of treatment. All of the studies had to meet specific 
inclusion criteria, which Crits-Christoph felt would improve the validity of his 
findings. These will be mentioned later in greater detail. In terms of target symptoms 
the study demonstrated that the average BDP client was better off than 86% of the 
waiting list clients and in terms of general symptoms and social adjustments the BDP 
client was better off than 79% of controls for both of these measures.
When compared to alternative psychiatric treatments, which included cognitive and 
behavioural therapies and medication, there was found to be no significant difference 
between them, thus supporting the 'equivalent outcomes' hypothesis reported by other 
investigators documented above. Crits-Christoph also examined the differences 
between BDP and non-psychiatric treatments used in some of the studies included in 
his meta-analysis. These included mutual self-help groups and low-contact treatments 
and overall there was again little difference between these and BDP, although the 
author notes that average effect sizes may be misleading in this case as there was 
considerable variation between comparisons of particular BDPs and a particular non­
psychiatric treatment. In addition, in three of the five studies that included this type of 
comparison, there was a much greater dropout rate for the alternative treatments, a 
factor that may well have biased the results.
Shefler: A study that investigated the outcome of one particular type of BDP, Mann's 
time-limited psychotherapy, was that conducted by Shefler et al (1995). They 
compared the outcome results of clients who received the 12 sessions of this therapy 
with clients who's therapy was delayed for three months. All clients underwent a 
thorough pre-therapy assessment at the same time, with the control group being 
reassessed three months later before their therapy started. Clients were then assessed 
at termination of therapy and at follow-up at 6 and 12 months. Results strongly 
supported the efficacy of this time-limited therapy with an overall average effect size 
indicating that those receiving therapy were better off than 96% of the clients on the
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waiting list. This difference between groups was eradicated when the control group 
had finished their therapy.
Summary of Outcome Studies Reviewed
As mentioned in the introduction, despite a large number of outcome studies, of 
which a representative sample was reviewed here, there is no general agreement as to 
the efficacy of brief dynamic psychotherapy. Seven of the above papers claim their 
results lend considerable support to this type of therapy, either when outcomes have 
been extracted from uncontrolled naturalistic studies or when comparisons have been 
made with a control group. There is however a number of studies which demonstrated 
that BDP had no better an effect than clients being on a waiting list or receiving 
minimal non-psychiatric contact. When compared with other forms of psychiatric 
treatment, the most common conclusion is one of 'equivalent outcomes', although 
specific differences have been documented by some researchers which suggest that 
BDP is inferior to medication or cognitive-behavioural therapy.
Possible Reasons for Lack of Consensus Amongst Findings
It is not the aim of this review to comprehensively detail the differences between the 
studies above, but to highlight some of the important variance between them in an 
attempt to identify a number of factors which have contributed to the disparate views 
on the efficacy of brief dynamic psychotherapy
1. Outcome Measures Used
What changes in psychodynamic psychotherapy, either of the open-ended or brief 
variety, has proved to be one of the most difficult aspects for theorists and clinicians 
to articulate (Weston, 1986). This has confounded the difficulty researchers have 
found in their attempts to develop and use valid outcome measures for BDP. This 
problem is further exacerbated when outcomes are to be compared to different forms 
of non-dynamic therapy, for which other scales may be more suitable.
Malan (1963) pointed out that within psychodynamics there is the important
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distinction between 'symptomatic' and 'real' improvement, the latter being changes in 
the person's character which is much more difficult to assess than the former. In their 
studies described above. Malan and his colleagues attempted to define for each client 
a basic neurotic conflict, that is the source of their difficulties, as well as gathering 
data about more specific symptoms. Post-therapy assessment was transferred on to a 
four point measure of change which was based on the opinion of a team of clinicians 
and measured the degree of resolution of the basic conflict. A high inter-rater 
reliability was obtained. This type of outcome has rarely been used in subsequent 
research, with a dynamic hypothesis being used as part of the outcome measurement 
in only one of the above studies (Husby et al).
Generally a variety of assessments have been used including: the Beck Depression 
Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961); the Present State 
Examination (Wing, Cooper, & Sartorius, 1974); the Symptom Check List (SCL-90, 
Derogatis, Lipman, & Covi, 1973); and the Health Sickness Rating Scale (Luborsky,
1975). These may not be the best way of measuring the type of change predicted in 
BDP and, it has been suggested (Shapiro & Frith, 1987) that some measures, such as 
the BDI, may well be biased to cognitive therapy, making comparisons between 
treatment modalities invalid. Furthermore there has been no consistency in the 
outcome measures used in the research, which has tended to make comparisons, such 
as in the meta-analytic studies, less convincing.
Of course it could be argued that it is the factors measured on the above listed scales 
that are important, both from an individual's perspective in terms of their mental 
health and a health services position in terms of cost. This is an important factor but 
one which is difficult to answer partly because of the following point.
2. Length of Follow-Up
The efficacy of any form of treatment can only really be judged if  sufficient follow-up 
is included in the evaluation. This perhaps is particularly true for the complexities of 
mental health in which psychotherapy, in the generic sense, may have an effect on the
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susceptibility to, and coping with, future problems. Proponents of dynamic therapy 
such as Malan (1963; 1976) and Husby et al (1985) have claimed that the effects of 
this type of intervention, because of the influence on basic character, take time to 
work, and that much of this work is done after the completion of formal therapy 
sessions. Within any type of research funding is a major influence on design and, 
because of the costly nature of psychotherapy studies (Shapiro et al, 1990), this has 
meant that in general the length of follow-up has been less than 6 months. If the true 
cost-effectiveness of BDP, and for that matter any form of treatment, is to be 
discovered, follow-up times need to be much longer and perhaps there needs to be 
measurement of the use of health services following psychotherapy to obtain a better 
picture of value for money.
3. Particular Type of Therapy
As said right at the start of the introduction, all brief dynamic psychotherapy has its 
roots in traditional psychoanalytic theory. This does not however mean that all BDPs 
are the same. It therefore follows that particular types of therapy may have different 
levels of efficacy and that this may be linked to the client characteristics (to be 
discussed in the next point). This review of the research has revealed that the type of 
therapy used has varied widely from study to study. In some of the studies, for 
example Strupp et al and Husby et al, the type of therapy was not controlled with the 
researchers allowing the therapists to use their own techniques as long as they were 
described as being BDP. In studies where the types of therapy were specified, such as 
Barth et al, there was no account made of how therapist adherence to the model was 
measured.
Research has shown that studies in which there is no use of treatment manuals are 
more prone to there being significant differences between therapists in outcomes and 
their findings are therefore questionable on statistical grounds (Crits-Christoph, 
1992). There are now available manuals for a variety of different types of BDP which 
lay out the theory, detailed case examples and instructions on technique (Luborsky, 
1984, Strupp & Binder, 1984, Sifheos, 1979, Davanloo, 1980, Mann, 1973, Horowitz,
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1976). As well as specifying the type of therapy to be used, researchers need to ensure 
that therapists adhere to the techniques. This was done by Shapiro et al (1994) by 
having independent raters listen to audio recordings of sessions and then producing an 
adherence rating depending on pre-set criteria.
The Shefler et al (1995) study is a good example of control of therapy type. They 
used Mann's time-limited therapy because it has many standardised characteristics 
and clear instructions coupled with the high levels of training and supervision used in 
the centre where the research was conducted. Future research should take note from 
this study and not try to answer the question “How effective is Brief Dynamic 
Psychotherapy?” but limit themselves to “How effective is X type of BDP?”.
4. Client Characteristics
In a similar vein to the latter point, psychotherapy research has been inconsistent at 
systematically controlling the type of client that was selected for therapy. All of the 
studies had some inclusion criteria, usually the absence of psychotic symptoms, 
personality disorder, or a history of substance misuse. Many of the workers in the 
field of psychotherapy research have investigated the relationship between client 
characteristics and outcome of therapy and there is a general agreement that proper 
patient selection is an important factor (Alpher, Henry, & Strupp, 1990). However 
there is currently no proven method of selection and this may account for the lack of 
control within experimental design.
There have been several attempts to examine predictability of outcome, such as Piper 
et al's (1990) attempt at correlating 'quality of object relations' to outcome, but these 
have had limited success. Alpher et al (1990) rightly propose that predictive measures 
must be theory driven and therefore used a number of psychodynamic assessment 
tools, including the Rorschach and an extensive Interpersonal Assessment Interview 
to gain information about their clients. Their findings “lend credence to the notion 
that patient factors are associated with outcome” but do not go much further to 
explain what exactly these factors are or how they can be assessed. I find this hardly
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surprising when the therapists in the study were simply instructed to "conduct their 
usual model of psychodynamic therapy within the twenty-five session limit", thereby 
falling foul of all the pitfalls of not controlling for type of BDP used and adherence to 
technique, that I highlighted above. The interaction between the type of therapy and 
client characteristics is paramount and leads to the extension of the previous question 
"'How effective is X  type o f BDP?'' to “How effective is X type of BDP with which 
type of clients?”
Conclusions
The research into the outcome of brief individual dynamic psychotherapy has been 
unsuccessful to date at establishing consistent findings of efficacy. Results of studies 
have placed BDP at all points on the spectrum of validity, ranging from no better than 
waiting list controls and significantly inferior to other treatments, through to 
recipients being better off than 96% of controls. Four issues were raised which seem 
to have contributed to this lack of agreement along with a description of the attempts 
within the current research to address them.
Proponents of psychodynamic psychotherapy within the British National Health 
Service are worried. Changes to the structure of this organisation have meant that 
providers of services now have to be much more accountable, and be able to 
demonstrate the efficacy and value for money of their techniques (Andrews, 1993, 
McGrath & Lowson, 1986, Fahy & Wessely, 1993). Following a conference in 
December 1991, three bodies. The Royal College of Psychiatrists Psychotherapy 
Section, The Association for Psychoanalytic Psychotherapy in the NHS and The 
Tavistock Clinic now produce a regularly updated bibliography entitled “Presenting 
the case for psychoanalytic psychotherapy services” which is intended to be used to 
explain and justify this type of work to managers and purchasers. It covers a number 
of topics, such as psychodynamic work with physically ill patients, and it is 
impossible for me to comment on the efficacy of this therapy in these areas. Its 
coverage of brief dynamic psychotherapy is limited, and not surprisingly the papers 
quoted paint a positive picture. However, the present review convinces me that if
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BDP is to survive within the NHS, greater emphasis needs to be placed on evaluating 
its efficacy, and that will only be achieved if lessons are learned from past attempts.
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Year 2: Small Scale Research Project and 
Research on Placement
Older Adults’ Performance on a Measure of 
Suitability for Short-term Cognitive Therapy
Abstract
This study was designed to investigate older adults’ suitability for short-term 
cognitive therapy. Cognitive therapy (CT) with older adults has not been used to the 
same extent as it has been with younger clinical populations. The reasons for this are 
discussed and the empirical research into the effectiveness of this approach with this 
client group is reviewed. The concept of suitability for CT is then explored, looking at 
the various attempts to find variables that are correlated with good outcome in CT. 
The Suitability for Short-term Cognitive Therapy (SSCT) semi-structured interview 
(Safran, Segal, Shaw, & Vallis, 1990) is described as the most significant piece of 
work in this field. Five older adults with depression or anxiety problems were 
administered the SSCT interview. The findings show that in general they scored low 
on the SSCT, indicating low levels of suitability for CT. Their performances on the 
various criterion of the SSCT interview are discussed. This study served as a pilot 
study for the third year research project that compared older adults’ performance on 
this measure of suitability to the performance of younger adults.
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Introduction
Cognitive Therapy and Older Adults
Since its development in the 1970s, Aaron Beck's form of cognitive therapy (Beck, 
Rush, Shaw, & Emergy, 1979) has become a widely used and much researched 
method of psychological therapy. Its popularity stems from a number of factors:
1. It has a strong theoretical grounding in cognitive psychology.
2. It was devised and is still predominantly used as a short-term therapy and so is 
attractive from a service provision point of view.
3. There is an ever increasing body of literature indicating its effectiveness in 
treating a wide range of psychological problems, (e.g. Blackburn, Bishop, Glen, 
Whalley, & Christie, 1981; Elkin, Shea, Watkins, Imber, Sotsky, Collins, Glass, 
Pilkonis, Leber, Docherty, Fiester, & Parloff, 1988).
The vast majority of this research into cognitive therapy^ has been carried out with 
adults between the ages of 18 to 65 years (Dobson, 1989), with relative neglect of its 
use with older adults. Church (1983) highlights the fact that the focus of 
psychological research with this latter client group has been on ways of helping those 
with organic problems leading to cognitive deterioration, such as the use of reality 
orientation or behaviour therapy. Church (1983), and more recently Woods (1992) 
and Lovestone (1993) have rightly emphasised the fact that functional mental health 
problems, particularly depression, are common in older adults and so the application 
of effective treatments is an important area of investigation, especially as 
demographic data point to a big increase in this segment of the population in the next 
two decades.
The reason for the general lack of use of cognitive therapy with older adults appears 
to be twofold. The first of these is based on the assumption that there are better ways 
of treating older adults with psychological problems. In particular was the work of 
developmental and life cycle psychologists that preceded advances in cognitive
* The use o f the term cognitive therapy refers to therapies that are predominantly based on cognitive 
restructuring techniques. This also includes cognitive-behavioural therapy where some behavioural 
techniques are used as an adjunct to the cognitive restructuring.
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therapy. Erik Erikson's (1950) extremely influential stage theory of the life cycle 
describes the last stage of life as Integrity versus Despair, whereby the task of 
reaching Integrity is achieved by, “the acceptance of one's one and only life cycle and 
of the people who have become significant to it” (Erikson, 1950). This acceptance of 
the successes, failures and limitations which are inevitable in one's life, along with the 
acceptance of death, is best thought to be achieved through a process of reminiscing 
and the reworking of memories, a process which occurs with increased intensity in 
old age (Silver, 1995). The idea of a Life Review Therapy was first written about by 
Butler (1963) who claimed that this universal and normative process can be enhanced 
through the help of a therapist and that this assistance may be essential for some 
people. Although there has been some empirical research supporting the benefits of 
this approach (Havighurst & Glasser, 1972; Lewis, 1971; McMahon & Rhudick, 
1964; Coleman, 1974; Fallot 1979-1980) it would seem likely that the continuation in 
popularity and use that it receives is due more to clinical findings and a high level of 
face validity.
The second reason for the dearth of work on cognitive therapy with older adults is the 
assumption that this client group is, for a variety of reasons, less suitable for this type 
of therapy. This opinion has been formed through clinical experience of practitioners 
working with elderly people and is a common theme throughout the literature (e.g. 
Steuer & Hammen, 1983; Thompson, Gantz, Florsheim, DelMaestro, Rodman, 
Gallagher-Thompson, & Bryan, 1991; Church 1983; Silven & Gallagher 1986; 
Thompson, Davies, Gallagher, & Krantz, 1986). The following is an outline of the 
factors emphasised in the literature:
1. Increase in sensory problems in older adults, particularly with hearing and sight.
2. Memory and the capacity to learn new material are reduced with age.
3. General cognitive slowing.
4. Reduced ability for inductive reasoning and abstract verbal processing.
5. Difficulty in focusing on a particular therapeutic task, with a tendency to digress.
6. Passivity and lack of responsibility taking within therapy.
7. Belief that change is not possible.
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8. Therapy perceived as being alien to the client.
What is less clear from the literature is why such factors should impede a person's 
ability to benefit from cognitive therapy as opposed to any other type of therapy. Are 
there some changes with ageing that particularly hinder cognitive therapy? 
Furthermore many of the authors suggest that these factors should not exclude older 
adults from cognitive therapy but are a challenge to clinicians to find ways of 
modifying techniques used with younger adults in order to overcome these 
difficulties.
The amount of empirical research that has looked at the effectiveness of cognitive 
therapy with older adults has also been limited. The findings of this research will now 
be reviewed. Gallagher and Thompson (1982) conducted one of the first studies 
investigating the use of brief individual psychotherapies for treating major depression 
in older adults. They compared the differential effectiveness of behavioural therapy 
(from Lewinsohn, Biglan, & Zeiss, 1976), cognitive therapy (from Beck et al 1979) 
and brief relational/insight psychotherapy (from Bellack & Small, 1965). They found 
that all three therapies led to a significant improvement in levels of depression. 
Immediately following the course of treatment there was no difference between the 
effectiveness of the various types of therapy, this being in line with the large body of 
outcome research with younger adults which began with the influential study of 
Luborsky, Singer, and Luborsky (1975). There was a significant differential effect at 
follow-up however whereby the treatment gains were maintained for the cognitive 
and behavioural therapies but were not maintained to such a degree for the 
relational/insight therapy. The authors point out that these findings should be treated 
with caution because of the small number of clients who completed treatment and 
because there was a complicating differential dropout rate between groups.
This study was replicated by Thompson, Gallagher, and Breckenbridge (1987) but 
with many more clients and also with a delayed treatment control condition. They 
once again compared the effectiveness of three types of therapy; cognitive therapy as
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above, behavioural therapy similar to above but with modifications made to suit an 
elderly population (firom Gallagher & Thompson, 1981), and with a different third 
therapy - brief psychodynamic therapy (from Horowitz & Kaltreider, 1979). The 
results of this study showed that there was a highly significant improvement in 
symptoms of depression and in other measures of functioning as a result of receiving 
therapy. 70% of participants responded well by achieving remission or substantial 
improvement, whilst the remaining 30% were clear treatment failures. As for the 
previous study there was no difference between therapies at post-treatment 
measurement (there were no follow-up data in this study).
The two studies outlined above both investigated cognitive therapy (CT) given on a 
one-to-one basis. There have also been a number of attempts to measure the 
effectiveness of CT in a group situation. Steuer et al (1984) compared two groups of 
elderly depressed patients who participated in group therapy, either in a cognitive- 
behavioural (CBT) group or a psychodynamic group. They found that over the nine 
month treatment period there were statistically significant positive linear changes on 
the measures of depression and anxiety they used; the Hamilton Depression Scale 
(Hamilton, 1967), the Hamilton Anxiety Scale (Hamilton, 1959), the Beck 
Depression Inventory (BDI, Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) and 
the Zung Self-Rating Depression Scale (Zung, 1965). There was no significant 
difference between the effectiveness of either group, other than the CBT group 
improved significantly better as measured by the BDI. This difference was felt to 
reflect the tendency of CBT to "teach" different responding to the BDI items rather 
than a real treatment difference.
Beutler, Scogin, Kirkish, Schretlen, Corbishley, Hamblin, Meredith, Potter, Bamford, 
and Levenson (1987) compared group CT with the use of the antidepressant 
Alprazolam. They assigned participants to one of four groups - CT and placebo, CT 
and Alprazolam, Alprazolam only, and Placebo only. Their results showed that 
improvement from depression was significantly affected by cognitive group therapy 
and was nonsignificantly affected by the prescription of alprozolam only.
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Hyer, Swanson, Lefkowitz, Hillesland, Davis, and Woods (1990) looked at the use of 
group CBT applied to older adults who had experienced either recent or remote 
stressors. The recent stressor group members were outpatients or carers who were 
experiencing difficulties with a spouse as a result of death or major medical problems. 
The remote stressor group were those who would fit a diagnosis of post traumatic 
stress disorder as a result of stress suffered during World War II. A number of 
measures were given pre and post treatment to determine levels of symptomology and 
to elicit irrational beliefs and schemas. The treatment consisted of a variety of 
standard techniques, which included modification of thoughts and beliefs and also 
behavioural self management skills such as relaxation and self reward. The results 
showed that there were no significant changes in any of the measures for either of the 
groups as a result of treatment.
Apart firom this latter study the empirical evidence for the use of cognitive therapy 
with older adults is positive. However the definition “older adults” needs to be looked 
at a little closer. In the Gallagher and Thompson (1982) study the age inclusion 
criteria for participants was greater than 55 years, the average age of participants was 
67.75. In the Thompson et al (1987) study participants had to be a minimum of 60 
years to be included and had an average age of 67.07 years. Steuer et al (1984) set a 
minimum age of 55 years and had an age range of 55 - 78 years with a median age of 
66 years. Beutler et al (1987) stipulated a higher minimum age of 65 years and had an 
average age of 70 years. In the Hyer et al (1990) study the minimum age was not 
given but the average age of participants was 68 years. In Britain adults with 
functional mental health problems are not generally seen by professionals specialising 
in the care of older adults unless they are 75 years or older. Under this age they are 
under the care of a general adult mental health team or professional. It seems as if the 
definition of older adult in the previous studies was somewhat lenient and may well 
have influenced the meaningfulness of their findings. Furthermore none of the studies 
outlined looked at whether there was a correlation between treatment effect and the 
age of the clients. It is possible that the younger clients within the group may have
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gained more from the therapy, thereby skewing the measurement means. This of 
course is speculation but is to some degree supported by the findings of Dobson’s 
(1989) meta-analysis of 28 studies investigating Beck's cognitive therapy for 
depression. This meta-analysis included all of the above cited studies bar the Hyer et 
al one. Dobson reported that there was a significant correlation between age and 
outcome of therapy in that the older clients fared significantly worse than the younger 
ones, although due to the small number of studies with “older adults”, the strength of 
this finding is limited.
Patient Suitability for Cognitive Therapy
Although there now exists a large amount of data supporting the efficacy of both 
pharmacological and psychotherapeutic treatment approaches for a number of mental 
health problems (but primarily depression) there are two questions which remain the 
Achilles heel of those conducting outcome research. The first of these is the 
consistent finding that it has been impossible to differentiate reliably between 
treatment methods, and secondly, which clients will respond well to a particular 
treatment and why. It is very likely that these two questions are inseparably 
interrelated, with the latter problem being a contributing factor to the first.
Regarding suitability for psychotherapy (in the general sense), psychoanalytic 
theorists have always maintained that the client must fulfil certain criteria to be 
accepted for treatment. For example Freud (1905) stated that the field of analytic 
psychotherapy is very narrow as regards its suitability for patients and suggested that 
to be accepted for psychoanalysis the patient should have “...a reasonable degree of 
education and a fairly reasonable character”. Furthermore he stipulated that they 
should have sought treatment by virtue of their own motivation and should not exhibit 
any signs of psychoses or confusional states. In this same text on the practice of 
psychotherapy Freud also postulated that age was an important factor as above the 
age of 50 years “...old people are no longer educable”! ! This practice of setting 
selection criteria for clients became a more salient feature as psychodynamic 
psychotherapists began to devise short-term or brief therapy approaches. Although
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this trend can be traced back to the work of Ferenzci and Rank (1925) and Alexander 
and French (1946), it is the developments in the last 25 years that have been 
particularly influential. In Britain David Malan (1963; 1976a) and colleagues at the 
Tavistock Clinic carried out a systematic evaluation of the outcome of brief 
psychodynamic psychotherapy and in doing so developed ideas of client features 
which indicated suitability for this type of therapy (Malan, 1976b). Two factors that 
were found to be crucial were initial level of motivation for change and the locality of 
the client's complaint.
Sifheo's (1972) manual on his short-term, anxiety-provoking psychotherapy also 
recommended suitability criteria. They included being above average intelligence; a 
history of at least one meaningful relationship; a focal complaint; motivation for 
change; and the ability to engage rapidly and well with the assessor and to be able to 
tolerate the anxiety aroused by the probing of their defences.
In his approach to brief psychodynamic psychotherapy, Habib Davanloo (1980) was 
less concerned with the client being able to focus on a fairly circumscribed problem 
and accepted into therapy those with more severe and chronic psychopathology. He 
did however specify six criteria that he deemed necessary for successful treatment, 
many of which are similar to those of Malan and Sifiieos. Commonalties are the 
presence of past meaningful relationships, motivation, positive responses to trial 
interpretations during the assessment interview, and the ability to tolerate negative 
affects such as anxiety and guilt. He also felt it necessary that the client be 
psychologically minded and that their problems have a predominantly Oedipal focus.
Although there do of course remain problems with selecting clients for short-term 
psychodynamic psychotherapy and the concepts discussed above are difficult to 
define, operationalise and measure, the problem has at least been recognised as an 
important one and has been devoted much attention. This has not been the case for 
cognitive therapy. Beck et al (1979) did address the issue of suitability but more by 
emphasising factors that excluded clients from alternative treatments. This mainly
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centred on the unsuitability for pharmacotherapy due to the failure to respond, or only 
partial response, to adequate trials of two antidepressants; or because of the inability 
to tolerate the side-effects of medication. Other factors which were deemed to indicate 
cognitive therapy were the presence of what were classed features of an exogenous or 
reactive depression, such as variable mood reactive to environmental events, whilst 
having a lack of what are classically seen as symptoms of an endogenous depression 
such as moderate to severe sleep and appetite disturbances. The absence of any 
positive psychotic symptoms and an adequate concentration span and memory were 
also cited as important prerequisites. Significantly there was no attempt to delineate 
the kind of psychological or cognitive skills and characteristics which would render 
an individual suitable for this type of approach.
Since this time there has been a number of attempts at identifying factors which 
predict suitability for CT, this often being a secondary goal of studies primarily 
measuring the comparative effectiveness of treatments. One such attempt was 
conducted by Blackburn et al (1981) who investigated the effect of an endogenous 
versus reactive depression symptomology. No differences were found between these 
two subtypes as regards their response to cognitive therapy, pharmacotherapy or a 
mixture of the two. In a smaller study with older adults, Gallagher and Thompson 
(1983) did find that endogenously depressed elders did not respond so well to CT as 
compared to those classed as non-endogenous.
This theme of endogeneity, or biological basis of depression was continued in a study 
by Simons and Thase (1992). Recent research using all night electroencephalographic 
(EEG) measurements of depressed clients with sleep disturbances have identified a 
number of categories of sleep problem. These categories are, 1) inefficient sleep (i.e. 
trouble falling asleep, intermittent waking or early morning waking); 2) a diminished 
percentage of deep, slow-wave sleep; 3) an increase in the density of rapid eye 
movement (REM) sleep; 4) a shifting of REM sleep patterns in the first hours of 
sleep. As mentioned above it has been hypothesised that clients with biological 
aspects of their depression, such as the type of sleep disturbances identified by the
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EEG studies would be more suited to medication treatment and less suitable for 
psychotherapy than those depressed clients not displaying such sleep problems. The 
results of this study did not support the predicted relationship between EEG 
abnormalities (and Research Diagnostic Criteria diagnosis of endogenous depression, 
Spitzer, Endicott, & Robins, 1978) and poor response to cognitive therapy.
Another variable which was examined from the large Blackburn et al (1981) study 
mentioned above, and reported by Bishop, Blackburn, and McGuire (1981), was that 
of chronicity of depression. Although the results suggested a negative correlation 
between chronicity and favourable outcome, this relationship was quite weak and, in 
contrast, other studies have found that chronicity had no effect on response to CT 
(Rush, Hollon, Beck, & Kovacs, 1978; Murphy, Simons, Wetzel, & Lustman, 1984).
Persons, Bums, and Perloff (1988) in their study of the efficacy of CT in clinical 
settings (as opposed to in a controlled study) were also interested in whether 
compliance with homework assignments predicts good response to CT. They found 
that this relationship did exist, as did Fennell and Teasdale (1987). However the 
usefulness of this is limited as compliance with homework assignments is not a 
psychological characteristic per se that can be measured prior to commencement of 
therapy and as it is a significant part of the cognitive therapy process it seems obvious 
that it would affect outcome. If compliance with homework could be correlated with 
some other variable such as motivation which could be estimated before therapy starts 
then this might prove more fhiitful.
Rosenbaum’s (1980) concept of learned resourcefulness has also been a subject of 
some interest. This is based on an individual’s ability to apply cognitive and 
behavioural self-management techniques to reduce affective and behavioural distress. 
Rosenbaum’s (1980) Schedule for Assessing Self-Control Behaviours (Self-Control 
Schedule, SCS) was found to be a reliable measure of these concepts and a high SCS 
score correlated with higher levels of internal locus of control and lower levels of 
irrational beliefs. Simons, Lustman, Wetzel, and Murphy (1985) in their comparative
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outcome study of cognitive therapy versus antidepressants found that amongst those 
patients in the CT group there was a significant correlation between pre-treatment 
SCS scores and response to therapy, i.e. those with high levels of learned 
resourcefulness did better in therapy. The authors also hypothesised that there would 
be the reverse relationship for the pharmacotherapy group and, although the results 
were in this trend, the correlation was not significant. This relationship between 
learned resourcefulness and suitability for cognitive therapy makes intuitive sense but 
in a study designed to replicate this relationship, Jarrett, Giles, Gullion, and Rush, 
(1991) did not find that SCS scores predicted outcome to cognitive therapy and 
conclude that further research needs to be done before this hypothesis can be 
accepted.
The most significant and comprehensive body of work on the suitability for cognitive 
therapy has been carried out by Safran and Segal and colleagues (Safran et al 1990; 
Safran, Segal, Vallis, Shaw, & Samstag, 1993). Based on the observation of intake 
interviews and evaluation of outcome at the Cognitive Therapy Unit at the Clarke 
Institute of Psychiatry in Toronto they formalised ten criteria which they felt were the 
best measures of suitability of cognitive therapy. Although the CT protocol in many 
ways followed the work of Beck et al (1979), it also included more recent 
developments that place a greater consideration of interpersonal issues and emotion 
within the change process of CT. For a detailed discussion of these developments the 
reader is referred to the book edited by Safran and Segal (1990). The ten criteria for 
suitability reflected this orientation and are:
1. Accessibility of automatic thoughts.
2. Awareness and differentiation of emotions.
3. Acceptance of personal responsibility for change.
4. Compatibility with cognitive rational.
5. Alliance potential: in-session evidence.
6. Alliance potential: out-of-session evidence, including previous therapy.
7. Chronicity of problems.
8. Security operations.
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9. Focality.
10. General optimism regarding therapy.
A therapist’s manual was devised which guides assessors in conducting a semi­
structured interview to extract enough information to enable scoring of each of these 
criterion. The interview is designed to allow the interviewee to score the maximum 
possible score on each criterion by the interviewer using progressively more detailed 
probes to ensure that a fair reflection of ability is measured. Each criterion is scored 
on a scale with 1 being the lowest and 5 the highest score. This is in reality a 9 point 
scale as the use of half points is permitted. High scores indicate good prognosis and 
hence high suitability for cognitive therapy. As well as the interview manual, a set of 
anchored scales for all of the criteria was also produced to assist scoring.
Safran et al (1993) conducted a study to provide reliability, construct validity and 
predictive validity data for the interview procedure. Inter-rater reliability was 
evaluated by having 3 independent raters score audio-tapes of 11 of the Suitability for 
Short-term Cognitive Therapy (SSCT) interviews, 6 from clients who had been 
accepted into therapy (high scorers) and 5 who had not been selected. The results 
showed that the intraclass correlation coefficients were high for all of the criteria 
(range .76 - .98) bar the "Focality" criteria which had a coefficient of .46. This latter 
finding was attributed to confusion by the raters over the exact definition of this 
construct (i.e. whether it referred to the client's ability to be able to work in a focused, 
task orientated fashion in the session, which is the correct interpretation, or whether it 
referred to the therapist's ability to identify a focal theme to work on).
In an attempt to evaluate the construct validity of the scale the SSCT scores were 
compared to a self-report measure of therapeutic alliance, the Working Alliance 
Inventory (WAI, Horvath & Greenberg, 1986). The only significant correlation 
between any of the SSCT scores and the WAI was the "In-session alliance" item, 
which was to be expected given the definition of this item. The fact that none of the 
other items correlated highly with the WAI suggests that they are providing
97
information that is different from that provided by the WAI.
As regards predictive validity the SSCT mean scores were correlated with a number 
of outcome measures. There was significant correlation with both the therapists’ and 
patients’ global success ratings. There were also a number of significant correlations 
with psychometric measures. These included BDI scores; both the frequency and 
degree of belief sub-scales of the Automatic Thoughts Questionnaire (ATQ, Hollon & 
Kendall, 1980); and the anxiety, major depression and dysthymia sub-scales of the 
Millon Multiaxial Clinical Inventory (MMCI, Millon, 1982).
The authors conclude that these findings demonstrate substantial evidence that high 
pre-treatment SSCT ratings were, in their study, associated with greater overall 
symptom reduction over treatment, and therefore may be a useful tool for assessing 
which clients are most suitable for short-term cognitive therapy. They concede that 
there are several major questions unanswered. Firstly, the data provided no indication 
of whether there could be absolute cut-off scores on which patient suitability could be 
decided. Secondly, this research, as mentioned above, was based on the use of 
cognitive therapy with an interpersonal focus, and it remains to be seen as to whether 
results could be replicated with other CT protocols. Finally, further work needs to be 
carried out looking at whether the SSCT is able to evaluate which clients will receive 
differential benefit from CT as opposed to other treatments such as psychodynamic 
therapy or pharmacotherapy.
Summarv of Key Points and Outline of Present Studv
It would at this point be prudent to briefly recap on the major points covered so far in 
the introduction. The discussion started on the use of cognitive therapy with older 
adults, of which there were three salient points:
1. That cognitive therapy has not been so widely used with older adults as it has been 
with their younger counterparts.
2. The reasons suggested for this lack of use with older adults were the popularity of 
other therapies with this client group and the consistent, but anecdotal, reporting of
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various difficulties experienced in the application of this treatment modality to elderly 
persons.
3. The limited empirical research investigating the efficacy of cognitive therapy with 
older adults has shown that this client group does benefit from this therapy. The 
validity and meaningfiilness of these findings were queried as the minimum and mean 
ages of participants in these studies were considerably lower than those individuals 
under the care of services for older adults with functional mental health problems in 
Britain.
Attention was then turned to the literature on evaluating suitability for psychotherapy 
in general and cognitive therapy in particular. It was seen that the latter has lagged in 
this area as compared to psychodynamic psychotherapy. A number of variables have 
been investigated in order to determine which are good indicators of suitability, but 
the findings are inconsistent and inconclusive. Finally, there was a review of the work 
of Safran and Segal and colleagues who have devised an interview procedure (the 
SSCT), which preliminary data suggests is a reasonable predictor of suitability for 
cognitive therapy.
The aim of this study is to obtain preliminary data on how older adults, as defined 
within current National Health Service practice (i.e. 75 years and over), suffering 
from clinical depression or generalised anxiety, score on the Suitability for Short-term 
Cognitive Therapy interview. The hypotheses are based on the literature documenting 
difficulties found applying this model to older adults, the author’s experience of 
working with older adults, and the feedback of colleagues based on their experiences.
1. The first hypothesis is that the clients’ overall SSCT scores (i.e. the mean 10 
criterion scores) will be low (<= 2.5).
2. Secondly it is thought that there are certain criterion in the SSCT rating scale on 
which the mean score will be low (<= 2.5). These criterion are:
Criterion 1 : Accessibility of automatic thoughts
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Criterion 2: Awareness and differentiation of emotion
Criterion 3 : Acceptance of personal responsibility for change
Criterion 7 : Chronicity of problems
Criterion 9: Focality
Criterion 10: General optimism regarding therapy
As already discussed above there has been no evidence to date to indicate that there is 
any absolute cut-off score below which it can be said patients should not be accepted 
for cognitive therapy. The value of 2.5 was chosen because in the validation study 
(Safran et al, 1993) the group of patients which were not accepted into therapy on the 
grounds that they would not be suitable had a mean SSCT score of 2.84. The lower 
score of 2.5 therefore seems to be a reasonable indicator of suitability.
This study is a pilot for a larger study which will compare scores on the SSCT 
interview obtained by a clinical group of older adults and a clinical group of younger 
adults, providing that the data collected give some support to the above hypotheses.
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Method
Participants
For this pilot study 5 participants were recruited. They were all clients which had 
been referred to the community mental health team (CMHT) to which the author was 
attached as part of the second year older adults placement. Inclusion criteria and 
reasons for choosing these criteria were as follows:
1. 75 years or older. The age 75 years or older was chosen as this is the generally 
accepted age at which clients come under the jurisdiction of Older Adults services 
in Britain.
2. Minimum score of 10 on either the depression or anxiety scale of the Hospital 
Anxiety and Depression Scale (HADS, Zigmond & Snaith, 1983). The HADS 
was chosen as a measure of symptomology for a number of reasons. Firstly it is a 
fairly quick measure which detects the presence of both depressive and anxiety 
symptoms. Because this study was intended to measure suitability for therapy 
rather than outcome of therapy, clients were accepted into the study with either 
depression and/or generalised anxiety as their primary complaint. Because 
cognitive therapy has been used as a treatment method with both of these, and its 
theoretical principles can provide an aetiological explanation for both, it was 
assumed that the type of presenting problem would not have any direct affect on 
the client's SSCT score. Secondly, the HADS has received some validation for use 
with an elderly population (Kenn, Wood, Kucyj, Wattis, & Cunane, 1987). Other 
well established rating scales for depression such as the Hamilton Depression 
Rating Scale (Hamilton, 1967) and the Beck Depression Inventory (Beck et al 
1961) include items which are related to somatic symptoms such as sleep 
disturbance and weight loss. These symptoms are common in non-depressed older 
adults (Coleman, Miles, Guilleminanlt, Zarcone, van der Haed, & Dement, 1981) 
and may therefore bias their scores on such measures, giving a false impression. 
The HADS is a four-point scale as opposed to the Yes/No scale on the Geriatric 
Depression Scale (Yeasavage, Brink, Rose, Lum, 1983) and therefore prevents the
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risk of a definite response set (Kenn et al 1987). The score of 10 as a cut-off point 
for inclusion into the study was chosen based on the study by Zigmond and Snaith 
(1983). They concluded that a score of 8/9 would include all possible cases but 
with a high risk of false positives, and that using a score of 10/11 for research 
purposes would only include those with a high probability of suffering fi’om the 
mood disorder, i.e. a low proportion of false positives.
3. No evidence of cognitive impairment as indicated by a score of at least 25 on 
the Mini-Mental State Examination (MMSE, Folstein, Folstein, & McHugh, 
1975). The possibility of any cognitive impairment due to an organic cause 
increases quite dramatically over the age of 75 years (Royal College of Physicians,
1981) and it is likely that a serious deterioration in intellectual ability would have a 
deleterious affect on a person’s performance on the SSCT interview, although this 
is an aspect of the measure that needs to be explored. The cut off score of 25 was 
used as it has been found that persons scoring 25 or above have a high probability 
of not suffering firom dementia (Folstein et al, 1975).
4. No previous experience of cognitive therapy. It remains to be seen whether an 
individual’s actual suitability for cognitive therapy can be influenced by exposure 
to the model. However it would seem likely that previous experience of cognitive 
therapy may well affect an individual’s performance on the SSCT interview and 
therefore this inclusion criterion was stipulated to avoid it being an issue in this 
study.
5. No significant hearing or eyesight deficits. Because the SSCT is based on an 
interview format it was felt that their true performance would not be measured if 
an individual suffered from poor hearing that could not be corrected with a hearing 
aid. Poor eyesight may also have affected their ability to complete the written 
questionnaires without assistance from the interviewer, which may have biased 
their answers. Furthermore the National Adult Reading Test (NART, Nelson,
1982) was also administered and this requires the individual to be able to read.
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The ages and sex of the participants are shown in Table 1 :
Table 1: Age, sex and mean age of participants
Participant Sex Age (years) Mean age (years)
1 Female 78.00
78.232 Male 79.92
3 Female 77.75
4 Female 77.92
5 Female 77.58
Procedure
To identify potential participants the CMHT was made aware of the research project 
and all members were given an information sheet that included space to list any 
clients that were known to them who fitted an amended version of the inclusion 
criteria, i.e. 75 or over, presenting with depression or anxiety problems and no known 
cognitive impairment. Only these criteria were specified as it was felt that these facts 
would probably be known to the team members and would not require them to look in 
client’s notes, which it is unlikely that they would have done, resulting in a low return 
rate.
Once these potential participants were identified the author further screened them by 
examining their clinical notes. Exclusions were made at this point if there was any 
information in the notes which suggested that they would not meet all of the inclusion 
criteria in full, e.g. there was a MMSE score less than 25 recorded, or there was a note 
of significant sensory problems. Those that were not excluded by this procedure were 
contacted either by telephone or in person if  they attended the day hospital at the 
CMHT base. The purpose and content of the research was explained to them and, 
with their consent to take part, appointments were made to conduct the research 
interviews.
The research interview lasted approximately 75 minutes for each client. At the start of 
the interview written consent was obtained and then the screening psychometric
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measures the HADS and MMSE were administered. If any client did not reach the 
specified inclusion criteria for these measures then they were excluded from the study 
at this point. The National Adult Reading Test (NART, Nelson, 1982) was then 
administered. The NART has been shown to be a good predictor of Wechsler Adult 
Intelligence Scale (WAIS, Wechsler, 1955) Full Scale and Verbal IQ (Crawford, 
Besson, & Parker, 1989) and was conducted in order to make comparisons of 
predicted Full Scale IQ level with those of the younger adults group in the larger 
study to follow this one. The number of errors on the NART can be converted into a 
WAIS Full Scale IQ score. More recently (Nelson & Willison, 1991) the NART has 
also been standardised against the Wechsler Adult Intelligence Scale - Revised 
(WAIS-R, Wechsler, 1981) and so these scores were used as the revised version of 
the WAIS is now the most commonly used of the two scales and so it was felt these 
scores would be more meaningful to readers.
Finally the Suitability for Short-term Cognitive Therapy (SSCT) semi-structured 
interview was conducted in accordance with the therapist’s manual, during which 
notes were taken on the interviewee’s responses. Immediately following the interview 
the participant was scored on each of the ten criterion on the SSCT with the use of the 
scoring guidelines and anchors.
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Results
The scores on the HADS depression scale (HADS-D), HADS anxiety scale scores 
(HADS-A), MMSE scores, and predicted Full Scale WAIS-R IQ are shown in Table 
2 .
Table 2: Participants’ scores on the screening measures
Participant HADS-D score HADS-A score MMSE score WAIS-R IQ*
1 16 19 29 111
2 10 12 28 118
3 5 10 29 117
4 7 12 30 122
5 15 8 25 116
Mean score 10.6 12.2 28.2 116.8
*This is a predicted score from the NART.
SSCT scores and standard deviations for each of the criterion are shown in Table 3.
Table 3: SSCT scores for each participant
criterion 1 2 3 4 5 6 7 8 9 10 Mean
(overall
SSCT
score)
sd
PI 2 1.5 1 3 4 4 3 2.5 1.5 1 2.35 1.15
P2 1.5 1 2.5 3 2.5 2 2 3 1.5 1 2 0.5
P3 1 3 2 2.5 2 2 2 2 2 2 2.05 0.22
P4 1 4 3 4 3 2 3 1.5 2 3.5 2.65 0.96
P5 2 1.5 1 3 4 4 1 3 2 3 2.45 1.12
Mean 1.5 2.2 1.9 3.1 3.1 2.8 2.2 2.4 1.8 2.1
sd 0.20 1.26 0.64 0.24 0.64 0.96 0.56 0.34 0.06 1.04
The SSCT provides a number of scores that are of interest. Firstly each participant has 
a score for each of the 10 criterion. A mean score for each criterion can be obtained to 
indicate how the group performed on each particular one. Participants also have an 
overall SSCT score that is the mean of their 10 criterion scores.
The range of overall SSCT scores for participants was 2 to 2.65, with a mean of 2.3. 
As regards the cut-off score of 2.5, four of the participants scored below this point 
and one scored just above it. This is illustrated graphically in Figure 1.
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Figure 1: Overall SSCT score for each participant
5.0 1
W 3.5
Participant
The range of mean scores for each particular criterion was 1.5 to 3.1. As regards the 
cut-off score of 2.5, seven of the criterion had mean scores below this point and three 
had mean scores above it. This data is shown graphically in Figure 2. Table 4 shows 
which criterion had means scores above or below the cut-off of 2.5.
Table 4: Criterion means above and below cut-off point
Below 2.5 
Criterion 1. Accessibility of automatic 
thoughts
Criterion 2. Awareness and differentiation of 
emotions 
Criterion 3. Acceptance of personal 
responsibility for change 
Criterion 7. Chronicity of problems 
Criterion 8. Security operations 
Criterion 9. Focality 
Criterion lO.General optimism regarding 
therapy
Above 2.5
Criterion 4. Compatibility with cognitive 
rationale
Criterion 5. Alliance potential: in-session 
evidence
Criterion 6. Alliance potential: out-of session 
evidence
Figure 2: Mean score for each criterion
5.0 1
4.5
4.0
3.5
3.0
2.5
2.0
1.5 
1.0
4 5 6 7
Criterion number
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Discussion
The purpose of this study was to investigate how older adults (75 years and older) 
would score on a scale designed to measure suitability for short-term cognitive 
therapy (the SSCT). The main finding is that four out of the five participants had 
mean SSCT scores below 2.5 and that the mean SSCT score for the five clients was 
2.3. This is consistent with the first hypothesis of the study. As regards the mean 
scores for the individual criterion items, seven of these were below 2.5, three above. 
In the second hypothesis it was stated that there would be six criterion which had 
mean scores below 2.5. These six are included in the seven scoring below 2.5, the 
seventh one which was not predicted was criterion number 8, Security Operations. 
These will be discussed more fully by looking at the participants’ performance on 
each of the criteria of the SSCT.
Criterion \ . Accessibility o f automatic thoughts
This criterion had the lowest mean score at 1.5 with very little deviation between the 
participants (sd = 0.20), all of them scoring 2 or less. Within cognitive therapy theory 
automatic thoughts are those thoughts which occur very rapidly and usually below the 
level of awareness and are thought to precede and lead to affects that the individual is 
aware of. The type of automatic thoughts a person has will depend on the make-up of 
their cognitive schemata, which govern the way we process information about what is 
known as the cognitive triad: ourselves, the world/others, and the future (Beck et al 
1979). If our basic schemata tend to be negative then this will result in the automatic 
thoughts being negative, resulting in negative affects such as depression or anxiety 
being experienced. The ability to identify automatic thoughts is a crucial and primary 
part of cognitive therapy because only if  the thoughts are accessible are they 
modifiable through the various cognitive techniques. All of the participants had 
difficulty with accessing automatic thoughts. Some found it impossible to say what 
was going through their mind in a particular situation whereas others tended to say 
global attitudes or beliefs which were more generic, rather than specific to the 
situation.
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Criterion 2. Awareness and differentiation o f emotions
This criterion had a mean score of 2.2, but there was greater deviation between 
individuals (sd = 1.26), with two scoring above 2.5 (3 and 4). The ability to monitor 
fluctuations in one’s affects is important as clients in cognitive therapy are generally 
instructed to use any noticeable change in mood as an indicator that they should start 
to examine their thoughts in order to identify negative automatic thoughts. It is also 
important to be able recognise times when one’s emotions are positive and desirable 
as this can be used to give information about pleasurable activities and situations and 
also be used as a measure of progress by recording a daily mood chart. The three 
participants who scored low on this criterion generally reported that their mood did 
not fluctuate throughout the day and found it difficult to relate mood changes to their 
cognitions or to external events.
Criterion 3. Acceptance o f  personal responsihility fo r  change
The mean for this criterion was 1.9 (sd = 0.64), with all bar one scoring below 2.5. 
The emphasis within cognitive therapy is on the client learning new skills and 
techniques that will enable them to change the way they feel. The therapist is there to 
impart this knowledge but it is the client who is responsible for putting them into 
practice and tailoring the techniques to best suit themselves. This includes conducting 
“homework” tasks in-between sessions. In general the participants saw themselves as 
having little influence in changing their mental health problems but where there was 
the belief in the possibility of change this was ascribed to treatment offered by experts 
such as psychiatrists and psychologists, to medication (“..a magic pill”) and other 
medical techniques such as electroconvulsive therapy, or simply to spontaneous 
remission (“..hope one day it will lift”).
Criterion 4. Compatihility with cognitive rationale
The mean for this criterion was 3.1 (sd = 0.24) with four of the five clients scoring 
above 2.5. This item refers to the individual’s belief in the theory of cognitive therapy 
and the value they ascribe to the theory, i.e. the relationship between thoughts and 
feelings, the ability to the create change in the latter by modifying the former, and the
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nature of collaborative empiricism which is part of the process. None of the clients 
had heard of cognitive therapy prior to this study. When the rationale was explained 
to them all of the clients received it positively and in general felt that it was a viable 
concept.
Criterion 5. Alliance potential: in session evidence
The mean of this criterion was 3.1 (sd = 0.64), three clients scoring above 2.5, one on
2.5 and one below. This is one of the factors which relates to the interpersonal aspects 
of cognitive therapy which is an integral part of the type of therapy described by 
Safran and Segal (1990) and for which the SSCT scale was devised. This and the 
following criterion refer to the client’s ability to form a working alliance, with the 
scoring for this criterion coming from the therapist’s judgement of the quality of the 
relationship between him/her and the client.
Criterion 6. Alliance potential: out-of-session evidence
The mean of this criterion was 2.8 (sd = .96). There was a split between participants 
on this criteria, with three scoring low (2) and two scoring high (4). This judgement 
of the client’s ability to form a working alliance is done by evaluating their history of 
previous relationships with family, friends and other therapists if applicable.
Criterion 7. Chronicity o f problems
The mean for this criterion was 2.2 (sd = 0.56), three participants scoring below the
2.5 and two scoring above. The hypothesis behind this criterion is that those with 
more long standing problems (e.g. over 5 years) will require a more open-ended 
approach as opposed to short-term therapy (e.g. up to 20 sessions). This does not 
necessarily exclude cognitive therapy but may need to involve a more schema focused 
approach. All of the clients described having their problems for at least two years 
with three of them experiencing their difficulties for well over five years.
Criterion 8. Security operations
The mean for this criterion was 2.4 (sd = 0.34). Security operations are one of the
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interpersonal aspects of therapy and refer to the client’s tendency to block self­
exploration. In general the participants in this study had high to moderate levels of 
these defences. Although it is recognised that this might change over time, high levels 
at assessment are thought to be contraindicative of a short-term approach.
Criterion 9. Focality
Mean score on this criterion was 1.8 (sd = 0.06), the second lowest mean and with 
very little deviation between participants, all of them scoring 2 or less. This criterion 
refers to a client’s ability to work on a problem focus. This is an essential part of 
cognitive therapy, particularly short-term CT, which identifies particular 
dysfunctional thinking in specific situations and requires detailed analysis of these. 
Furthermore the emphasis is on here-and-now maintaining factors rather than looking 
at historical, aetiological variables. All of the participants had difficulty with this 
factor. They found it hard to stay on subject, tending to digress on to other material 
which was often irrelevant to the task and that would be described with an 
inappropriate amount of detail.
Criterion 10. General optimism or pessimism regarding therapy 
The mean score for this criterion was 2.1 (sd = 1.04) with three scoring below the 2.5 
mark and two above. This criterion measures an individual’s hope of therapy in 
general leading to a change in their lives. There was a reasonable amount of variation 
between clients for this criterion, from two clients having absolutely no hope that 
therapy would make a difference to two clients who had moderate amounts of hope 
that it would.
The criteria which the older adults experienced difficulty with in this study were 
primarily the ones which are core requirements for cognitive therapy in general. 
These include the ability to access thoughts, awareness of change in emotional states, 
acceptance of personal responsibility for change and the ability to work in a focused, 
task oriented way. Indeed these four criteria had the lowest four mean scores for all 
ten criteria. Out of the three criteria which were above the 2.5 point two were related
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to interpersonal factors regarding ability to form a working alliance, criteria that are 
not specific to cognitive therapy. It is also interesting that all the participants seemed 
to have reasonable levels of acceptance of and agreement with the cognitive model. It 
is of course possible that this variable is not connected to having the other attributes 
necessary for effective use of CT.
There is no single reason why older adults may score low on this assessment of 
suitability for cognitive therapy. Some of the possible factors might include those that 
are specific to ageing, such as the normal changes in intellectual functioning and an 
increase in rigidity to change. Other factors may be specific to the current older 
population, such as their beliefs and attitudes to mental health problems and the effect 
these have on the amount of responsibility for change they accept. The current data 
provides preliminary support for the hypotheses put forward here and mirrors the 
anecdotal findings that were consistent throughout the literature. These will be tested 
further by increasing the sample size and by conducting a comparison with adults of a 
younger age. If applicable the meaning of the results can then be explored in greater 
depth as well as the implications for clinical practice. One factor that needs to be 
addressed in any further study is the fact that the ratings of the SSCT interviews were 
not done blind of the experimental hypotheses and may therefore have biased the 
results.
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Year 3: Research Project
A Comparison Between Older Adults’ and 
Younger Adults’ Performance on a Measure 
of Suitability for Cognitive Therapy
Abstract
The purpose of this study was to investigate the effect of age on the performance on 
the Suitability for Short-term Cognitive Therapy (SSCT, Safran, Segal, Shaw, & 
Vallis, 1990). A group of older adults, all with ages over 75 years, were administered 
the SSCT and their performance compared with that of a group of adults aged under 
60 years. The findings were that the older group scored significantly lower than the 
younger group on the overall SSCT score and on a number of the ten criterion that 
make up the measure. The reasons for these results are discussed with reference to 
three main areas: normal intellectual and memory changes with age; generational and 
cultural differences between the groups; and developmental stage considerations. The 
implications of the findings are considered, with emphasis on thorough needs 
assessment as well as specific assessment for cognitive therapy before this type of 
treatment is offered. A hierarchical model of modifications to the protocol of cognitive 
therapy is proposed as a method of overcoming the difficulties older adults may face 
with this type of intervention. Finally the limitations of this study are reviewed and 
areas of future research, particularly regarding the need for validating the SSCT with 
this client group and measuring the effectiveness of any adaptations to therapy.
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Introduction
The second year research project involved a preliminary investigation into how older 
adults, i.e. over 75 years, scored on a measure of suitability for short-term cognitive 
therapy. The measure used was the Suitability for Short-term Cognitive Therapy 
(SSCT, Safran, Segal, Shaw, & Vallis, 1990). In the introduction section of that pilot 
study the literature on the use of cognitive therapy (CT) with older adults was 
reviewed and also the research into attempts at finding measures of suitability for CT. 
The reader is referred to this as background reading to the present study.
The results of the pilot study were that the older adults involved all had low overall 
SSCT scores, suggesting that they would not be particularly suitable for cognitive 
therapy. It was also found that there were certain criterion on the SSCT on which the 
older adults tended to fare worse on than others. The SSCT is a fairly recent 
development and, although some research has taken place to provide validity and 
reliability data for it (Safran, Segal, Vallis, Shaw, & Samstag, 1993), it has not been 
standardised in large populations in order to obtain normative data. Without this 
information it is impossible to say how the results of this group of older adults 
compares to the population in general or to sub-groups of the population which are 
defined by age, intelligence quotient or some other factor.
The current study was designed to investigate how the SSCT performance of a clinical 
group of older adults compares to that of a similar clinical group of younger adults. 
This would seem to be an important question as, in general, CT has been used and 
researched primarily with adults in the age range 18 to 65 years (Dobson, 1989) and it 
may be wrong to assume that it can be used in an identical way with elderly clients. 
Indeed, as was mentioned in the pilot study, there is a common anecdotal theme 
throughout the literature on CT with older adults that they are less suitable for this 
type of therapy and that modifications to the protocol are necessary (e.g. Steuer & 
Hammen, 1983; Thompson, Gantz, Florsheim, DelMaestro, Rodman, Gallagher- 
Thompson, & Bryan, 1991; Church 1983; Silven & Gallagher 1986; Thompson, 
Davies, Gallagher, & Krantz, 1986). A purpose of this investigation was to provide
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more detailed information on whether there are differences in performance on a 
measure of suitability for CT between older and younger adults, and if  so to look 
closely at what the causes of these differences are and to discuss the implications these 
may have for clinical practice.
The hypotheses in this study are as follows:
1. That the older adults group will score a significantly lower overall SSCT score 
than the younger adults group.
2. In the pilot study there were 7 SSCT criterion that had mean scores below 2.5. The 
second hypothesis is that the older adults group will have significantly lower 
scores on these 7 criterion as compared to the younger group. These criterion are:
Criterion 1 : Accessibility of automatic thoughts
Criterion 2: Awareness and differentiation of emotions
Criterion 3: Acceptance of personal responsibility for change
Criterion 7: Chronicity of problems
Criterion 8: Security operations
Criterion 9: Focality
Criterion 10: General optimism regarding therapy
3. The third hypothesis is that there will be no differences between the two groups on 
the remaining 3 SSCT criterion. These are:
Criterion 4: Compatibility with the cognitive rationale
Criterion 5: Alliance potential; in-session
Criterion 6: Alliance potential; out-of-session
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Method
Participants
The first task was deciding how many participants to use in the research. Howell 
(1992) states that historically researchers tend only be concerned about making Type 1 
or alpha errors in their research, i.e. rejecting the null hypothesis when it is in fact true. 
This is prevented by ensuring adequate levels of statistical significance between 
results to be analysed, typically at the 5% or 1% level. However he (Howell, 1992) 
also stresses the importance of researchers ensuring that they do not commit Type 2 or 
beta errors, whereby they fail to reject the null hypothesis when it is in fact false. This 
type of error is most often caused by not having adequate numbers of participants to 
detect a difference. The more stringent a researcher is at protecting against one type of 
error the more likely one is to commit the other. Kraemer and Thiemann (1987) 
attempt to overcome this problem by presenting formula and tables designed to allow 
the researcher to calculate the number of participants needed in a study to give a 
certain power level (protection against Type 2 error) at a particular statistical 
significance level (protection against Type 1 error). These were used to calculate the 
number of participants needed in this study.
To use the tables provided by Kraemer and Thiemann it is necessary to calculate a 
critical effect size. This is the size of difference between measurements to be 
“important to society” and is calculated using current knowledge on the variable in 
question. In this study the variable in question is the score on the SSCT and the 
“importance to society” is what difference there needs to be between groups for it to 
be of clinical importance, i.e. it will actually have an effect on their performance in 
cognitive therapy. The background data used was that provided by Segal et al (1993, 
p.33); the group deemed suitable for CT had an overall SSCT score of 3.92 (s.d. .52), 
whilst the group not accepted into CT had an overall SSCT score of 2.84 (s.d. .63). 
this data was used to calculate the critical effect size, which equalled 0.77. This was 
based on group sizes being equal. Using this critical effect size and the tables 
produced by Kraemer & Thiemann (1987), for a power of 90% at the 1% level on a 
two-tailed test, it can be seen that 19 participants are required. As the calculations
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were based on equal group sizes it was decided to aim for 10 participants per group, 
which was achieved for the older adults group, but unfortunately only 7 younger 
adults which fitted the inclusion criteria were obtained within the time allocated to 
complete this research.
Inclusion criteria for the participants and reasons for choosing these criteria were as 
follows:
1. Older adults group: 75 years or older. The age 75 years or older was chosen as 
this is the generally accepted age at which clients come under the jurisdiction of 
Older Adults services in Britain.
2. Younger adults group: Under 60 years. This age was chosen for the younger 
adults group as research into intellectual changes with age show that there is 
generally stability until this age (Schaie, 1996).
3. Minimum score of 10 on either the depression or anxiety scale of the Hospital 
Anxiety and Depression Scale (HADS, Zigmond & Snaith, 1983). The HADS 
was chosen as a measure of symptomology for a number of reasons. Firstly it is a 
fairly quick measure which detects the presence of both depressive and anxiety 
symptoms. Because this study was intended to measure suitability for therapy 
rather than outcome of therapy, clients were accepted into the study with either 
depression and/or generalised anxiety as their primary complaint. Because 
cognitive therapy has been used as a treatment method with both of these, and its 
theoretical principles can provide an aetiological explanation for both, it was felt 
that the type of presenting problem would not have any direct affect on the client's 
SSCT score. Secondly, the HADS has received some validation for use with an 
elderly population (Kenn, Wood, Kucyj, Wattis, & Cunane, 1987). Other well 
established rating scales for depression such as the Hamilton Depression Rating 
Scale (Hamilton, 1967) and the Beck Depression Inventory (Beck, Ward, 
Mendelson, Mock, & Erbaugh, 1961) include items which are related to somatic
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symptoms such as sleep disturbance and weight loss. These symptoms are common 
in non-depressed older adults (Coleman, Miles, Guilleminanlt, Zarcone, van der 
Haed, & Dement, 1981) and may therefore bias their scores on such measures, 
giving a false impression. The HADS is a four-point scale as opposed to the 
Yes/No scale on the Geriatric Depression Scale (Yeasavage, Brink, Rose, Lum, 
1983) and therefore prevents the risk of a definite response set (Kenn et al 1987). 
The score of 10 as a cut-off point for inclusion into the study was chosen based on 
the study by Zigmond and Snaith (1983). They concluded that a score of 8/9 would 
include all possible cases but with a high risk of false positives, and that using a 
score of 10/11 for research purposes would only include those with a high 
probability of suffering from the mood disorder, i.e. a low proportion of false 
positives.
4. No evidence of cognitive impairment as indicated by a score of at least 25 on 
the Mini-Mental State Examination (MMSE, Folstein, Folstein, & McHugh, 
1975). The possibility of any cognitive impairment due to an organic cause 
increases quite dramatically over the age of 75 years (Royal College of Physicians, 
1981) and it is likely that a serious deterioration in intellectual ability would have a 
deleterious affect on a person’s performance on the SSCT interview. The cut off 
score of 25 was used as it has been found that persons scoring 25 or above have a 
high probability of not suffering from dementia (Folstein et al, 1975).
5. No previous experience of cognitive therapy. It remains to be seen whether an 
individual’s actual suitability for cognitive therapy can be influenced by exposure 
to the model. However it would seem likely that previous experience of cognitive 
therapy may well affect an individual’s performance on the SSCT interview, 
although this is an aspect of the measure which needs to be explored. This criterion 
was therefore stipulated as an inclusion criterion to avoid it being an issue in this 
study.
6. No significant hearing or eyesight deficits. Because the SSCT is based on an
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interview format it was felt that their true performance would not be measured if an 
individual suffered from poor hearing which could not be corrected with a hearing 
aid. Poor eyesight may also have affected their ability to complete the written 
questionnaires without assistance from the interviewer, which may have biased 
their answers. Furthermore the National Adult Reading Test (NART, Nelson, 1982) 
was also administered and this requires the individual to be able to read.
The ages and gender distribution of the two groups is shown in Table 1 :
Table 1: Age and gender data of participants
Older Adults 
Group
Younger Adults 
Group
Age range (years) 77.58 -  83.92 26.91-57.25
Mean age (years) 79.58 (s.d. 2.38) 37.23 (s.d. 11.43)
No. of men 1 2
No. of women 9 5
The older adults were recruited from the community mental health team (CMHT) to 
which the author was attached for the second year older adults placement. To identify 
potential participants the CMHT was made aware of the research project and all 
members were given an information sheet that included space to list any clients known 
to them who fitted an amended version of the inclusion criteria, i.e. 75 or over, 
presenting with depression or anxiety problems and no known cognitive impairment. 
Only these criteria were specified as it was felt that these facts would probably be 
known to the team members and would not require them to look in client’s notes 
which it is unlikely that they would have done, resulting in a low return rate.
Once these potential participants were identified the author further screened them by 
examining their clinical notes. Exclusions were made at this point if  there was any 
information in the notes which suggested that they would not meet all of the inclusion 
criteria in full, e.g. there was a MMSE score less than 25 recorded, or there was a note 
of significant sensoiy problems. Those that were not excluded by this procedure were 
contacted either by phone or in person if they attended the day hospital. The purpose
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and content of the research was explained to them and, with their consent to take part, 
appointments were made to conduct the research interviews. The five participants 
included in the pilot study are included in the older adults group for this study.
In total 31 client’s names were forwarded as possible participants in the study. Of 
these 31:10 took part in the study; 4 refused to take part; 2 did not take part as they 
were in hospital; 5 were excluded as their symptoms were linked to recent (past 12 
months) bereavement; 4 were excluded because they scored below 25 on the MMSE; 
4 were excluded as they scored below 10 on both the HADS scales.
In order to recruit the younger adults group two CMHTs for adults were contacted 
that were within the same NHS Trust as the older adults CMHT. Unfortunately, for a 
number of reasons, clients referred to these teams were not accessible and so as an 
alternative clients that were on the waiting list to see the clinical psychologists 
attached to one of the teams were contacted. The implications of recruiting from this 
source are discussed later. Access was given to the referral letters for the people on the 
waiting list, which were used to see if  they met some initial criteria, i.e. under 60 years 
of age, referred for depression or generalised anxiety problems. An information pack 
was then posted to the clients who met these criteria, which included a covering letter 
explaining the author’s position and how details of their referai were known. Also 
included was an information sheet that gave details of the nature of the study and 
exactly what would be required of them if  they were to take part. This information 
pack was followed-up by a telephone call to the client to inquire whether they agreed 
to be involved and if  so an appointment was arranged either at their home address or at 
a local NHS hospital if  this was preferable.
In total there were 39 clients on the waiting list of which 15 met the initial criteria and 
were sent information packs. Of these 15: 7 agreed to take part in the study; 3 were 
contacted and did not wish to take part; 3 were not contactable by telephone and did 
not respond to follow-up letters; 1 was in hospital; and 1 was excluded at interview for 
scoring below 10 on both the HADS scales.
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Procedure
The research interview lasted approximately 75 minutes for each client. At the start of 
the interview the screening psychometric measures the HADS and MMSE were 
administered. If any client did not reach the specified inclusion criteria for these 
measures then they were excluded from the study at this point. The National Adult 
Reading Test (NART, Nelson, 1982) was then administered. The NART has been 
shown to be a good predictor of Wechsler Adult Intelligence Scale (WAIS, Wechsler, 
1955) Full Scale and Verbal IQ and was used in order to make comparisons of 
predicted Full Scale IQ between groups. The number of errors on the NART can be 
converted into a WAIS Full Scale IQ score. More recently (Nelson & Willison, 1991) 
the NART has also standardised against the Wechsler Adult Intelligence Scale - 
Revised (WAIS-R, Wechsler, 1981) and so these scores were used as the revised 
version of the WAIS is now the most commonly used of the two scales and it was felt 
that these scores would be more meaningful to readers.
The final part of the procedure was to administer the Suitability for Short-term 
Cognitive Therapy (SSCT) semi-structured interview in accordance with the 
therapist’s manual. For the first 5 older adults participants, who made up the sample 
for the second year pilot study, notes were taken during the interview and the SSCT 
scored immediately afterwards, with reference to the notes taken and the scoring 
manual. It was highlighted in the pilot study that a possible source of bias might exist 
because the scoring of the SSCT interview was being conducted by the author. Unless 
a deliberate attempt was made to bias the results it is difficult to see how this could 
occur as the scoring on the SSCT is fairly well defined within the scoring criteria and 
anchors. However, as an attempt to ensure that the scoring was unbiased it was 
decided to audio record all of the interviews conducted on participants after the 5 
conducted for the pilot study. Participants were informed of the wish to record the 
interviews and that their interview had a certain chance of being selected for inter-rater 
reliability testing and that the tapes would be erased after this process. All of the 
participants agreed to the interviews being recorded. The recorded interviews were
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listened to soon after they had taken place and scored on the SSCT according to the 
manual. Two of the interviews from each group were chosen at random and given to a 
chartered clinical psychologist who was familiar with the SSCT measure but was 
blind to the nature of the research. No details about the participants, such as name, 
age, or circumstances were given to the inter-rater, they simply listened to the 
recorded interview and scored the individual in accordance with the manual.
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Results
The mean scores and the range of scores on the HADS depression scale (HADS-D), 
HADS anxiety scale score (HADS-A), MMSE, and predicted Full Scale WAIS-R IQ 
are shown in Table 2.
Table 2: Mean and range scores on HADS. MMSE and WAIS-R 10
HADS-D HADS-A MMSE WAIS-R IQ*
Older
adults
Mean 11.5 (sd4.84) 
Range 5 - 1 9
Mean 12.8 (sd 3.68) 
Range 8 - 1 9
Mean 27.1 (sd 1.91) 
Range 25 - 30
Mean 113.0 (sd 6.57) 
Range 101 - 122
Younger
adults
Mean 9.8 (sd 3.72) 
Range 4 - 1 6
Mean 13.7 (sd 3.72) 
Range 10 - 19
Mean 27.4 (sd 1.99) 
Range 2 5 - 3 0
Mean 112.4 (sd 7.68) 
Range 98 - 120
Mann- 
Whitney 
U, p=
.659 .620 .727 1.000
*This is a predicted score from the NART.
A two-tailed Mann-Whitney U test was conducted on the means of the scores of these 
psychometric assessments to detect any differences between the groups. The p  value 
for the test is shown in Table 2. As can be seen there groups are well matched for 
these characteristics.
On the HADS a score of 10 or more on either of the scales was needed for inclusion in 
the study. For the older adults group, six participants scored 10 or above on the 
depression scale whilst nine scored 10 or above on the anxiety scale. There were five 
clients who scored above this threshold on both of the scales. For the younger adults 
group anxiety was also the main complaint, with all seven participants scoring 10 or 
more on this scale whilst three of them scored 10 or more on the depression scale as 
well.
There are a number of aspects of the SSCT scores that are of interest. Firstly, each 
participant has an overall SSCT score, which is the mean of the scores of the 
individual criterion. A group overall SSCT score can then be calculated and these are 
shown in Table 3 along with the range of overall SSCT scores for each group.
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Secondly, each criterion has a mean score, and these are presented for each of the two 
groups in Table 5, again with the range of scores measured.
Table 3: Overall SSCT scores for both groups
Mean of overall 
SSCT scores
Range of overall 
SSCT scores
Older adults group 2.27 (sd .38) 1.45-2.75
Younger adults group 3.87 (sd .43) 3 .2 -4 .35
A two-tailed Mann-Whitney U test was conducted on the means of overall SSCT 
scores. The older adults group scored significantly lower than the younger adults 
group {p = .001).
In the pilot study the 2.5 point on the SSCT scale was chosen as a reference point to 
judge participants’ performances. There has been no attempt by the authors of the 
measure, or by others, to set a cut-off point below which it can be said an individual is 
not, as assessed by this measure, suitable for short-term CT. The value of 2.5 was 
chosen as a reference point because in the study by Safran et al (1993) the mean 
overall SSCT score for the group not accepted for CT was 2.84. The somewhat lower 
score of 2.5 therefore seems a reasonable choice. Overall SSCT scores for each 
participant in this study are presented in Figure 1 with a line drawn at the 2.5 reference 
point.
Figure 1: Overall SSCT scores 
for each participant
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As can be seen on the graph, only two of the older adults scored above the 2.5 
reference mark, and indeed these two scores were only just above it. All of the 
younger adults group scored well above this reference point.
Within groups a Spearman two-tailed non-parametric correlation test was conducted to 
see if there was any relationship between age and overall SSCT score. The correlation 
coefficients are shown in Table 4.
Table 4: Correlation between age and overall SSCT score
Spearman coefficient P =
Older adults group -.135 .711
Younger adults group -.786 <.05
There was a significant negative correlation between age and the overall SSCT score 
for the younger adults group but no correlation for the older adults.
The overall SSCT score, although of interest and value, is a somewhat limited view of 
participants’ performance on the SSCT because it is an aggregation of the scores on 
the individual criteria. The criteria give important information in themselves and so it 
is useful to compare how the two groups performed on each of them. Table 5 shows 
the group scores on each individual criterion.
Table 5: Mean scores on SSCT criterion
Mean score for 
older adults
Mean score for 
younger adults
Mann Whitney 
U
Criterion 1 1.75 4.07 .001
Criterion 2 2.15 4.07 .001
Criterion 3 1.75 4.29 .001
Criterion 4 2.45 4.36 .001
Criterion 5 3.40 4.29 .071
Criterion 6 3.05 3.57 .204
Criterion 7 2.00 1.79 .442
Criterion 8 2.50 4.14 .002
Criterion 9 1.80 4.43 .001
Criterion 10 1.80 3.71 .001
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Mann Whitney U tests were performed on the means for each criterion to detect any 
differences between the groups and the p  value is shown in Table 5. When a large 
number of tests are conducted in this manner it increases the likelihood of finding a 
statistically significant difference just by chance. To allow for this it is wise to 
multiply the p  value by the number of tests executed (in this case 10). Even with this 
modification we see that there are six criterion on which there is a statistically 
significant difference at the 99% level (criteria 1, 2, 3, 4, 9, 10) and one which is 
significant at the 95% level (criterion 8).
The results of the inter-rater reliability measure are shown in Table 6. As only two 
interviews per group were used for comparison there seems little point in conducting 
any statistical analysis, rather a descriptive look at the data may be more appropriate. 
A score of zero indicates that the rater felt they had insufficient information to score 
that criterion.
Table 6: Inter-rater reliabilitv data
Criterion 1 2 3 4 5 6 7 8 9 10 mean
Rater
Older
Adults
Younger
Adults
PJ 1.0 1.5 1.0 1.0 2.0 3.0 1.0 1.5 1.5 1.0 1.45
RB 1.0 1.0 0 1.0 2.0 0 1.5 1.0 2.0 1.0 1.31*
PJ 2.0 2.0 2.0 3.0 4.0 4.0 3.0 4.0 2.0 1.5 2.75
RB 2.0 2.5 0 0 3.5 2.0 3.0 1.5 1.5 1.5 2.19*
PJ 5.0 4.0 5.0 4.5 4.0 4.0 4.0 4.5 4.5 4.0 4.35
RB 4.5 4.0 5.0 4.5 4.0 3.0 4.0 4.0 3.0 2.5 3.85
PJ 5.0 4.5 5.0 5.0 5.0 4.0 1.0 5.0 5.0 3.0 4.25
RB 4.0 4.0 3.0 3.0 4.0 2.0 1.5 1.5 3.0 2.5 2.85
* These means were calculated using the criteria for which there was data available.
In the table the criteria scores for the four clients are shown for both the author (PJ) 
and the other, blind rater (RB). For the older adults many of the scores for both raters 
were very similar, with the maximum difference, bar two, being 0.5. There was also
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only a small difference between the overall SSCT scores, with the blind rater actually 
scoring the older adults lower than the author. For the first younger adult there was 
again a high concordance between both scorers but for the second there were greater 
discrepancies, the possible reasons for and implications of will be discussed later.
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Discussion
This section is divided into four subsections. Firstly there is a discussion of the results 
presented in the previous section; this is then followed by looking at possible 
explanations for the differences between the groups. The third subsection discusses the 
implications these findings may have for clinical practice; and finally the limitations 
of the present study are considered and areas of further research in this area suggested.
1. Discussion of Results
The general aim of this study was to consider the affect of one variable on the 
performance on a measure of suitability for cognitive therapy. The variable in question 
was age. A number of other variables were measured to see if  there were any 
differences between the groups that may also have had an affect on SSCT scores. 
These variables were the scores on both the depression and anxiety scale of the 
HADS, the score on the MMSE and a NART predicted WAIS-R Full Scale IQ. The 
results show no significant differences between the groups for these variables, and 
indeed indicate that the groups are very similar as regards these characteristics.
The first hypothesis in this study was that the older adults group’s mean overall SSCT 
score would be significantly lower than that of the younger adults group. Although 
this is a directional prediction it was decided to conduct a non-directional two-tailed 
test. There are mixed views amongst researchers concerning the use of one-tailed or 
two-tailed tests (Howell, 1992). There are some of the opinion that the use of one­
tailed tests is flawed because psychologists’ predictions are often incorrect and 
because it increases the chances of committing a Type 1 error because all of the 
chosen percentage in which we will reject the null hypothesis (e.g. 5% or 1%) is at one 
tail rather than divided between both extremes. The opposite view is that by choosing 
a two-tailed test we ignore the fact that within the generation of theories there is 
normally an expected direction of an effect and that to test non-directionally only 
serves to increase the chances of not finding an effect when it actually exists, i.e. a 
Type 2 error. Previous research (Safran et al, 1993) demonstrated that younger adults 
(i.e. the group not accepted for CT) could score comparably with the results obtained
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in the pilot study for older adults, therefore, on balance, it was decided to use a non- 
directional test and attempted to avoid committing a Type 2 error by aiming for 
enough participants to achieve a reasonable level of power (90%).
This test on the groups’ overall SSCT means showed that the older adults group did 
score significantly lower than the younger adults group (p < .01) and therefore the null 
hypothesis that there is no difference between the groups’ overall SSCT means is 
rejected in favour of the alternative hypothesis that the older adults group achieved a 
lower overall SSCT score than the younger adults.
In the results it was highlighted that only two of the older adults had overall SSCT 
scores above 2.5 whereas all of the younger adults achieved this. It is also interesting 
that the two lowest scores achieved in the younger adults group, 3.2 and 3.45, were 
scored by the oldest (age 57) and second oldest (age 49) members of that group 
respectively. The other members of the younger adults group were considerably 
younger than these two members (range 26 to 34). Because of this finding it was 
decided to run a correlation test to see if there was any relationship between age and 
overall SSCT score. There was a significant negative correlation found between these 
two variables for the younger adults group, i.e. the overall SSCT score tended to 
decrease with age, although this finding seems to be entirely due to the two oldest 
members of the group. There was no correlation found in the older adults group, 
which is hardly surprising given the very small range in ages (77.58 -  83.92).
The second hypothesis in this study concerned the comparison of the group mean 
scores for each of the ten criterion. It was predicted that the older adults would score 
lower on seven of the ten criteria, these being numbers 1, 2, 3, 7, 8, 9 and 10. For all 
of these criteria, bar number 7, the older adults’ mean score was statistically 
significantly lower than the mean scores for the younger adults confirming this 
hypothesis for these criterion. There was no significant difference between the group 
means for criterion number 7 and so the alternative hypothesis is rejected in favour of 
the null. Thirdly it was hypothesised that there would be no difference between the
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groups for criterion 4, 5 and 6. This hypothesis was confirmed for criterion 5 and 6 but 
for criterion 4 the older adults’ mean score was significantly lower than the younger 
adults’ and therefore this hypothesis was rejected for this criterion.
The SSCT was designed as a measure of suitability for cognitive therapy but with a 
greater emphasis on interpersonal processes. This was as a result of an increased 
interest and importance being placed on the therapeutic relationship within cognitive 
therapy which is articulated in the book edited by Safran and Segal (1990) in which 
the SSCT first appears. The criterion which reflect this approach are numbers 4 and 5, 
the alliance potential both in and out of session, and criterion 8, security operations. 
There were no significant differences between the older and younger adults as regards 
the scores on the alliance potential, with these being the only criteria on which the 
older adults group scored over 2.5. There was a significant difference between the 
scores on the security operations criterion but, interestingly, this was the older group’s 
third highest score at 2.5. These results would suggest that older adults’ potential for 
forming a therapeutic relationship is good and no different from their younger 
counterparts.
The SSCT was also designed to determine which clients might benefit from a 
comparatively short treatment time, up to 20 sessions. The criterion which were 
thought to indicate prognosis in a short-term therapy were criterion 7, chronicity of 
problems; criterion 8, security operations; and criterion 9, focality. Low scores on 
these criteria would indicate that the individual may need a longer therapy time.
The significant differences between the groups were on the factors that measure 
characteristics specific to or of primary importance to CT, such as accessibility of 
automatic thoughts, and on those factors which indicate suitability for a short-term 
approach. The next two subsections will look at why this client group performed 
poorly on these aspects of the SSCT and what clinical psychologists can do to take 
these differences into account.
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2. Possible reasons for differences
As mentioned in the pilot study, it is probable that there are multiple factors 
responsible for the results found in this research. Furthermore the different criterion 
are likely to be differentially affected by the various factors. The factors thought to be 
involved are presented and the criteria on which they might have an effect are 
discussed.
a) Normal intellectual and memory changes with ageing.
There has been a considerable amount of research into the normal age changes in 
performance on psychometric tests designed to measure intellectual functioning, with 
three major clusters of work evolving. Firstly there is the data from the 
standardisation of the WAIS (Wechsler, 1955) and the WAIS-R (Wechsler, 1981). 
The original scales and standardisation were limited in their applicability to older 
adults as they only included persons up to the age of 74 years in their sample. 
However, more recently Ryan, Paolo and Brungardt (1990) extended the normative 
data by conducting a standardisation on adults 75 years and older. In general Verbal 
IQ increases into the 60s, remains at a plateau until the mid-70s and then gradually 
decreases. There is however a differing pattern for the various verbal subtests. 
Information and Vocabulary tend to increase throughout adulthood with only a 
gradual drop after the age of 75. Comprehension and Similarities increase for the early 
years (to 40), plateau until mid 60s and then for Comprehension there is a gradual 
decline whereas for Similarities the decline is quite marked, particularly after 75 years. 
Arithmetic and Digit Span, thought to be measures of attention and short-term 
memory, also show a decline in the years after 75.
For the Performance subtests there is a somewhat different pattern. Performance IQ 
reaches a peak roughly in the early to mid 20s but then gradually decreases at a fairly 
linear rate throughout adulthood. All of the subtests follow this general pattern, but the 
decline is greatest for Digit Symbol, which mainly indicates cognitive, perceptual and 
motor speed.
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Although the Wechsler scales have proved to be invaluable clinical instruments, they 
are limited as tests for research on intellectual ageing (Schaie, 1996) because the 
factorial structure of the scales does not remain constant across age (McArdle & 
Prescott, 1992; Meredith, 1993; Sands, Terry & Meredith, 1989). Consequently two 
other batteries of tests have been used extensively. The first of these was developed 
from the work of Thurstone (1938) and from later work by Guilford (1967) on primary 
mental abilities and formed the basis of the work by Schaie and colleagues in the 
Seattle Longitudinal Study (SLS; Schaie, 1993, 1994, 1995; Schaie & Willis, 1993) 
which has run over some 35 years. The SLS battery consists of six abilities, each 
being assessed by a number of subtests. These are: Inductive Reasoning, Spatial 
Orientation, Perceptual Speed, Numeric Ability, Verbal Ability and Verbal Memory. 
The longitudinal findings (Schaie, 1994) show that, in general, performance tends to 
increase until about the age of 40 years, then plateau until 60 years, which is followed 
by gradual decline to the age of 75 years, after which there is a more substantial 
decline. Despite this general trend, there is however considerable variation between 
the six abilities’ change over age as can be seen in Figure 2. The reference line drawn 
at the 74 year age point shows the increase in the speed of decline after this age.
Figure 2: Longitudinal estimates of age 
changes on the six primary abilities
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The other major findings on intellectual ageing come from the information provided 
by the studies using the Kaufinan Adolescent and Adult Intelligence Test (KAIT; 
Kaufman & Kaufinan, 1993). This battery of tests was based on the work of Horn and 
co-workers (Horn & Bramble, 1967; Horn & Cattell, 1966; Horn, Donaldson & 
Engstrom, 1981; Horn & Hofer 1992; Horn & McArdle, 1980; Rossman & Horn, 
1972) which conceptualised intelligence into two domains, crystallised knowledge 
(Gc) and fluid reasoning (Gf). Gc in the core battery of the KAIT is assessed via 3 
subtests and is thought to indicate knowledge and understanding derived from 
experience and acculturational learning. Gf is also assessed by 3 subtests and is 
thought to measure reasoning ability under conditions in which prior knowledge and 
experience are not a principle source of variance. The two factors can be combined to 
give a measure of general intelligence (G). There are obvious similarities between the 
division in the WAIS of verbal and performance subtests although the Gf tests are 
thought to be a purer measure of reasoning ability than the WAIS performance 
subtests as the many of the latter rely heavily on a visualisation component and on 
speediness, which Gf does not.
Kaufinan and Horn (1996) present the data on age changes on KAIT performance of 
persons aged 17-94 years. The KAIT used in this study was an extended battery that 
includes an additional subtest for both Gc and Gf that measured a memory component 
for each of the domains. The patterns of change with age are similar to those described 
for the other measures discussed earlier. In general crystallised IQ scores tend to 
increase marginally until about the mid 40s and then gradually decline up to the age of 
75, after which there is a more marked deterioration. For fluid IQ scores there is more 
of a step like graph, with a peak around the mid 20s followed by a steady decline to 
the age of about 40 when there is a plateau for about 10 years, after which there is 
another steady decline at a similar rate as earlier up to the age of 75 years. Again after 
75 there is a more rapid reduction in performance which increases in speed after 85 
years.
Although the concepts of intelligence and memory are often treated as discrete entities
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they are inter-related, with many of the subtests of the measures of intelligence 
described above containing some component of memory functioning, e.g. in the 
WAIS-R many of the verbal subtests rely on long-term memory, whilst the 
performance subtests require a certain level of working memory or short-term 
memory. Indeed performance on the Wechsler Memory Scale (Wechsler, 1945) has 
been found to correlate with intellectual ability (Hulicka, 1966; Kear-Colwell, 1973). 
A reduction in memory performance is commonly reported by older adults in their 60s 
and 70s, with complaints of increased forgetfulness and difficulty holding information 
in mind (Craik, Anderson, Kerr and Li, 1995). Most of the research has been into 
changes in verbal memory, which will now be discussed.
Traditionally memory has been categorised into short-term memory (STM) and long­
term memory (LTM). STM refers to a small amount of information that is held in 
mind over a period of several seconds and is thought to consist of two sub-categories 
(Craik et al, 1995). “Primary memory” (Waugh & Norman, 1965) refers to recently 
perceived events whose mental representations are still present in consciousness and 
can be reproduced in an unmodified format. Digit Span forwards from the WAIS-R or 
word span tests are examples of measurement of this type of memory. “Working 
memory” (Baddeley & Hitch, 1974) refers to when recent information has to be 
simultaneously held in mind and manipulated. Digit Span backwards and Arithmetic 
from the WAIS-R are common indicators of this type of memory.
The conclusion of research into changes in STM with age are that primary memory 
capacity declines only slightly, even for persons over 75 years and is unlikely to be a 
major cause of deficits in longer-term memory (Craik ef al, 1995). Working memory 
however has been reliably shown to be sensitive to age with a decline in the 
performance of older persons (Craik, 1986; Dobbs & Rule, 1989). A number of 
hypotheses have been proposed to explain this finding. Salthouse (1991a, 1992a, 
1992b) has produced evidence indicating that one factor may be the substantial 
decrement in the speed of cognitive processes which takes place with age and also that 
there is a reduction in processing resources which affect performance on working
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memory tests (Salthouse, 1991b). Another mechanism thought to have some influence 
on working memory performance is that of disinhibition (Hasher & Zacks, 1988). This 
theory proposes that with age it becomes increasingly difficult to inhibit task- 
irrelevant material that is present in working memory, thereby reducing its capacity to 
process specified information.
This decline in working memory, but with little change in primary memory, is thought 
to be caused by a reduction in the functioning of what is known within the model of 
working memory as the central executive system, which is responsible for the 
organisation of memory functions. Baddeley (1986) has speculatively linked this 
reduction in executive memory competence to the deterioration in the performance on 
tests that are hypothesised to be measures of frontal lobe systems.
Failures in long-term memory in older persons usually involve the increased forgetting 
of events and information that occurred fairly recently, i.e. in the past few minutes, 
hours or days. A number of laboratory studies have demonstrated that this decline in 
ability is not due to storage problems but to difficulties with the encoding and retrieval 
of material (Craik & Salthouse, 1992). Deficits in encoding appear to be related to a 
reduction in processing resources, which may result in information not being encoded 
in such a semantically rich and distinctive manner. The age-related decline in retrieval 
ability is thought to be connected to a decrement in an individual’s capacity to self­
initiate retrieval processes. This is supported by the findings that age deterioration is 
much more evident in free recall tasks than in recognition tasks, even when the latter 
are adjusted to equalise difficulty (Craik & McDowd, 1987; Schonfield & Robertson, 
1966), because in recognition tasks the retrieval cues are provided. The normal 
reduction in LTM that occurs with age may actually be exacerbated in a clinical 
population because of the finding that negative emotional states have a differentially 
increased effect on the LTM of older adults as compared to the effect on the LTM of 
younger persons (Deptula, Singh & Pomara, 1993).
The important points to be drawn from this research into intellectual and memory
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changes with age is the unequivocal finding that after the age of 75 years there is a 
definite and significant deterioration in cognitive and memory abilities in the normal 
population. How might such changes affect an individual’s performance on a measure 
of suitability for cognitive therapy such as the SSCT? The relationship between 
intelligence and benefit from CT has been very poorly researched. Norcross and 
Prochaska (1988), in a survey of eclectic psychotherapists, found that many of them 
held the belief that there is a positive linear relationship between intelligence and 
response to cognitive-behavioural therapy, although they concluded that this belief 
seems to have been formed primarily on anecdotal evidence (e.g. Ellis, 1983). A 
naturalistic study by Haaga, DeRubeis, Stewart, and Beck (1991) carried out at the 
Centre for Cognitive Therapy, University of Pennsylvania, compared pre-therapy 
measures of crystallised and fluid intelligence to treatment outcome, with the 
expectation that the latter would be likely to have some affect. No correlation was 
actually found between either facets of intelligence and therapy outcome. As the 
authors point out in their discussion, this study was extremely limited in its 
methodology. Firstly there was no standardisation placed on type or length of therapy 
administered, which meant it was possible that therapists’ adaptations may well have 
overcome any actual differences. Far more crucial than this point however was the fact 
that the participants, who were derived from a private outpatient clinic at a university, 
had mean IQ scores in the high average range, with little variation. It is hardly 
surprising that such a sample showed no differences.
Rather than a positive linear relationship between intelligence and outcome in CT, it 
would seem much more probable that there is a level of cognitive functioning below 
which there is a negative relationship with outcome on therapy, but above which there 
is perhaps only a moderate gain to a certain level, followed by a plateau. This type of 
relationship would produce the hypothetical graph in Figure 3. Of course in this study 
outcome of therapy was not measure, rather suitability for CT on a given scale was 
measured. However, the performance on the SSCT has, as was discussed in the 
literature review in the pilot study, been shown to be a good predictor of outcome on 
CT, otherwise it would have little use as a measure of suitability. It would not
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therefore be surprising if the same shape graph as in Figure 3 existed for performance 
on SSCT.
Figure 3: Hypothetical relationship between 
intelligence and benefit fi-om cognitive therapy
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The criteria on the SSCT on which the older adults scored significantly lower and 
which are thought to be affected by the cognitive changes outlined above are now 
discussed. It is important to note that cognitive factors might only be one influence on 
the criterion and other factors may also have an effect and will be discussed later.
Criterion 1: Accessibility o f automatic thoughts'. This is a crucial aspect of cognitive 
therapy. Within CT theory (Beck, Rush, Shaw & Emery, 1979) negative automatic 
thoughts (NATs) are believed to be present day correlates of early negative attitudes, 
beliefs and assumptions formed in childhood. The properties of NATs are that they 
occur very rapidly and are probably not at a conscious level, which means they are 
difficult to access. One of the first tasks of CT is to be able to identify the NATs that 
occur in situations in which negative mood states are present, as they can only be 
modified if they are actually known. On the SSCT, interviewees are asked to think of 
a recent (that day or last few days) situation in which their mood state was particularly 
negative and to recall what they were thinking in that situation. Older adults found this 
extremely difficult and would instead tend to describe the situation in a concrete, 
behavioural manner or concentrate on the emotions they were experiencing. Two 
major, inter-related cognitive factors may be play a part in this. Firstly, during the
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situation in question, the reduction in speed of information processing and in the 
capacity of working memory may have decreased the chances of thoughts coming into 
awareness, or if they did, they were not processed to the same extent as in a younger 
adult. Secondly, and probably of greater importance is that the SSCT required the 
individual to be able to recall these NATs from long-term memory. The lack of 
processing at the time would obviously affect the encoding into LTM and, 
furthermore, the decline in retrieval processes may be responsible for the older adults’ 
difficulty recalling their thoughts.
Criterion 2: Awareness and differentiation o f emotions. Similar processes may also 
affect this criterion. The ability to monitor changes in one’s emotional state is 
essential in CT. Shifts to negative states are used as indicators for the individual to 
start attempting to identify NATs that may be connected to this change. It is also 
important to recognise positive emotional states as these can give information about 
activities and situations that are more desirable. Furthermore, since it is emotional 
state that clients generally identify as their problem, it is important for them to be able 
to notice any change as this will signify the effectiveness of the treatment. The SSCT 
requires the interviewee to be able to think retrospectively about fluctuations in affect 
and what was happening both internally and externally at that time. This demands 
significant long-term memory capacity and it could be that older adults tend to focus 
on the prevailing or current negative emotional state rather than being capable of 
recalling other less common states.
Another aspect of this criterion is that it requires the individual to be able form a new 
concept of emotional states. It is necessary to shift from a bi-polar concept of an 
emotion, e.g. happy -  sad, to thinking about it in terms of a continuum. If a person is 
moderately or severely depressed it is unlikely that they will have times when they are 
completely happy, whereas they will have times when they are not so sad. This 
reformulation of these constructs necessitates the manipulation of complex abstract 
concepts. The research on cognitive changes in older adults shows that performance 
on this type of operation declines, with thinking becoming more concrete. The
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Similarities subtest of the WAIS-R is a good example of this. This is also supported 
by evidence directly indicating that older persons have difficulty dealing with new 
concepts (Walker, 1982; Young, 1966).
Criterion 4: Compatibility with the cognitive rationale. This criterion gauges the value 
and credibility an individual ascribes to exploring the relationships between feelings, 
thoughts and behaviours. To be able to benefit from cognitive therapy one must 
understand and have some “belief’ in the model of human experience and 
psychopathology on which it is based. Again, as for criterion 2, this requires a certain 
level of conceptualisation of abstract notions which, as mentioned above, older adults 
find difficulty with. Furthermore the therapy is based on the assumption that there is a 
causal link between thoughts and feelings and between thoughts and behaviours. Over 
the age of 75 years this facet of fluid intelligence, i.e. the capacity to deduce 
relationships and causality, substantially declines and may well have an effect on the 
credence given to this type of therapy by this client group.
Criterion 9: Focality. CT is a structured, task-orientated type of therapy, particularly 
in contrast to the psychodynamic and interpersonal kinds. Goals of therapy are 
negotiated and set and these are frequently reviewed, with adjustments being made 
based on this feedback. Within sessions an agenda is usually set between the therapist 
and the client and this serves to guide the session, to keep it problem focussed. The 
SSCT interview in many ways follows this format. The interviewer has an agenda -  to 
elicit the necessary information to be able to score the individual on the scale. Before 
the interview begins time is taken to ensure that the interviewee is made fully aware of 
this purpose to the session and an estimate of the available time to achieve it, and so 
an overall task is set. Within the interview there are sub-tasks, i.e. to obtain sufficient 
information to be able to score each criterion. The interviewer guides the client with 
open questions supplemented with further probes when required, and, if the client is 
not able to focus on the task the interviewer can make it more explicit.
It was much more difficult trying to elicit enough information from the older adults
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group, with interviews in general lasting longer than those with the younger group. 
This was partly because further probing was needed on some criterion because of 
difficulties such as those outlined earlier in this section, but also because they tended 
to talk about task-irrelevant things, oflen in great depth. Furthermore they generally 
seemed to have little insight into this process. This scenario is perhaps a familiar one 
to those people who have worked with older adults. The difference between the group 
means was the highest for this criterion.
What cognitive factors might contribute to this finding? To be able to work in a 
focussed, task-oriented way requires considerable cognitive resources. Firstly, one has 
to have in mind a meta-view of the situation, which includes knowledge of the goals 
of the situation, how those goals are to be achieved and the various parameters of the 
situation. For the SSCT these might breakdown in the following manner:
• this meeting is to enable this psychologist to score me on a measure of 
suitability for a particular type of psychological therapy.
• this will be achieved through a semi-structured interview.
• the interview will last for a given amount of time; this is a one off meeting; 
this is purely for research purposes and it is not part of any treatment 
programme.
Within the interview itself one has to be able to attend to, understand and reply 
accordingly to the questions, within the framework of the meta-view discussed above.
A number of cognitive factors will affect an individual’s ability to carry out these 
tasks. The role of memory is paramount. Long-term memory is essential to be able to 
keep in mind the meta-view and, within the interview, to be able to keep track of 
material already covered. Short-term memory, mainly of the working memory format, 
is also necessary as the interviewees are required to hold a question in this temporary 
store whilst they formulate an answer, often needing to refer back to the question and 
to previous material in the interview to guide the retrieval and presentation of 
appropriate information from LTM. Furthermore, not only must one be able to keep in 
mind relevant material, it is essential that irrelevant material is inhibited from working
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memory. The research findings on memory changes with age indicate that older adults 
have a decline in these particular facets of memory.
As well as the role of memory, to enable an individual to work in a focussed manner 
necessitates the use of the type of intellectual fimctions referred to as fluid 
intelligence. Inductive reasoning is essential as the individual needs to be able to 
understand the causal relationships between the various elements of the meta-view, i.e. 
an interview can provide a score on a scale which in turn can predict suitability for a 
type of therapy which can be used to alleviate psychological distress. This is one of 
the cognitive fimctions that deteriorates quite considerably in adults over the age of 75 
years.
Although these four criterion have been discussed separately, they are, to some degree, 
inter-related. Low scoring on the fourth criterion, compatibility with the cognitive 
rationale, for whatever reason, is likely to have an effect on the other criteria 
discussed. If one does not agree with the fundamental theory of a concept one is 
probably less motivated to focus on the tasks arising form that theory hence leading to 
a poorer performance on the other three criteria. Likewise if a person has difficulty 
focussing then it will be difficult to understand and accept new concepts.
The previous discussion was on the effects on the SSCT of deterioration in intellectual 
functioning. It may therefore seem somewhat confusing that there was no difference 
between the group means on the predicted WAIS-R Full Scale IQ obtained using the 
National Adult Reading Test (NART, Nelson, 1982). The reason for this is that the 
NART was designed in order to provide a measure of pre-morbid intelligence and 
therefore the measure used is not sensitive to age effects. The NART is a good 
predictor of current WAIS Full Scale and Verbal IQ, but a poor predictor of 
Performance IQ (Crawford, Besson, & Parker, 1989) indicating that the NART 
measures a form of crystallised intelligence which does not change that dramatically 
with age, whereas it does not give a measure of fluid reasoning. The differences 
between older and younger adults as regards performance on tests of cognitive
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functioning are not purely the result of ageing, there are also generational shifts, with 
younger cohorts performing better on these tests than older cohorts did at the same age 
(Schaie, 1989, 1995; Willis 1989). It has been hypothesised that this advantage of 
later-born cohorts is due to increased education opportunities, improved nutrition and 
the conquest of previously common childhood diseases (Shock, Greulick, Andres, 
Arenberg, Costa, Lakatta & Tobin, 1984). These cohort effects are likely to exacerbate 
any differences that might be present due to ageing. The purpose of administering the 
NART was to establish whether the older adults group were pre-morbidly comparable 
to the younger adults, which they were, so that the possible effect of generational 
differences on intellectual functioning was minimised. In the later section on future 
research the issue of measuring cognitive functioning is discussed at greater length.
b) Generational and cultural effects.
The cognitive and memory effects described in the last section are thought to be 
independent of generational factors, i.e. they will have a similar influence on the 
younger adults group’s performance on the SSCT when they are 75 years and over. 
There are however some factors which are due to generational and cultural changes 
which may reduce the older cohort’s performance on the measure of suitability. Most 
important of these are beliefs about and attitudes towards psychological problems and 
forms of treatment of these problems.
Attitudes and beliefs regarding the aetiology of health problems influence the 
responses to those problems (Stacey, 1988). The older adults in this study were all 
bom around 1920. They grew up and formed their beliefs and attitudes at a time when 
the prevailing model of mental health problems was a medical one. In fact, apart from 
the influence of psychoanalysis, there was little competition to the medical 
profession’s dominance over the explanation and treatment of mental illness. 
Disciplines such as psychology and sociology were very much in their infancy and 
had little to offer prior to the mid 1950s and 1960s. Furthermore, although it is likely 
that there is presently a greater gulf between what is known by advanced medical 
science and lay knowledge, the general public’s awareness and knowledge of mental
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health matters is probably much greater than it was fifty years ago because of the 
expansion in public awareness campaigns and coverage through the media, in 
particular television. It is not difficult to understand how for today’s older adult 
population there was a strong belief in the omnipotence of the medical profession, 
epitomised by the saying “doctor knows best”. Acceptance of new models and the 
treatments that come as a consequence of those models would mean a challenge to life 
long beliefs and attitudes.
Another important and related issue is the cultural changes that have occurred this 
century. The parents of the persons in the older group were from a Victorian era and 
were likely to have brought their children up within the idealism of this time. A major 
cultural aspect of this period was one of stoicism and of the non-expression of 
emotions. The medical model of psychological problems fitted well with this Zeitgeist 
as it de-personalised the cause away from the individual and onto some external 
disease process and so did not request the need for personal emotional investigation in 
order for treatment. How are these issues likely to affect performance on the SSCT? 
There are four criterion on which the older adults scored significantly less than the 
younger group that may have been influenced by these generational factors.
Criterion 3: Acceptance o f personal responsibility fo r  change. In CT the client takes 
an active role in their therapy, working collaboratively with the therapist to set aims 
and objectives and to tailor techniques and methods to fit their particular 
circumstances. If the belief is held that psychological problems are due purely to a 
disease process and that the course of this illness is outside of one’s influence and in 
the hands of professionals, then that individual is much less likely to accept personal 
responsibility for change. Common responses from the older adults’ group to 
questions on this criterion included hopes that the problem will spontaneously remit 
and reliance on the provision of a cure by health professionals, particularly medical 
practitioners.
Criterion 4: Compatibility with the cognitive rationale. This criterion was discussed
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previously in the context of cognitive changes. Ho^vever, as well as those factors, it is 
likely that generational differences contributed to the difference between groups 
because, for the older adults, the cognitive theory of their difficulties is a departure 
from their beliefs of medical model explanations. Furthermore, if this criterion and 
criterion 3 were to be adhered to then it would necessitate an acceptance of the 
exploration of personal emotional issues, which may be more threatening to someone 
who grew up under the auspices of a Victorian age as compared to someone bom in 
the 1960s.
Criterion 8: Security operations. It would seem likely that it is the same processes that 
underlie the differences in this criterion. Security operations, refers to the extent to 
which the client blocks self-exploration and this links directly to some of the 
generational concepts already discussed.
Criterion 10: General optimism for therapy. Likewise for this criterion, it is hardly 
surprising that older adults’ optimism for therapy would be low if they adhere to a 
non-therapeutic aetiology and treatment model.
c) Developmental stage differences.
Developmental theory was once thought to be primarily applicable to childhood and 
adolescence. However, this philosophy has changed and there has been greater 
emphasis placed on the developmental cycle of the whole life span, from birth until 
death. Much of the literature on life-cycle has postulated the idea of different stages at 
which the individual has to achieve different tasks; Erik Brikson’s (1950) eight stage 
theory being one of the most influential of these. The stage that encompasses middle 
adulthood is Generation versus Stagnation in which the individual is concerned with 
developing their occupation, creative achievement and bearing and raising children. 
The emphasis is on improvement and change. In later life the developmental task is 
thought to be dominated by the task of achieving Ego Integrity versus Ego Despair, 
which involves integrating earlier stages of development, coming to terms with one’s 
basic identity and accepting the imminence of death. This is thought to be partly
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achieved by a process of life review and reminiscing, activities which increase in older 
adults (Silver, 1995). The importance of these activities was espoused by Butler 
(1963) who developed the Life Review therapy to assist some older persons with this 
normative process.
Cognitive therapy is very much about change and development, acquiring new 
techniques and skills with which to live by, an ethos which is much more akin to the 
developmental stage of younger adults. This is not to say that change and development 
can not and should not take place in older adults and there are plenty of people that do 
develop new skills in older life. However, the tasks of old age are of equal importance 
and may to some degree conflict with the ideology on which CT is based. A method 
that might lead to the possible convergence of these two factors will be discussed 
later.
d) Relationships between these factors.
The reasons for differences between older and younger adults in terms of three factors, 
intellectual and memory changes with age, generational differences, and 
developmental stage differences have been discussed. Although they have been 
presented separately, they do it would seem have considerable overlap. At a 
reductionist, biological level changes that occur in old age can be discussed in terms 
of changes in the biochemistry and structure of the brain. These changes will have 
psychological sequelae at various levels. One level is the deterioration in performance 
on psychometric tests of cognitive functioning and of memory as discussed earlier. 
However, these cognitive changes also have an influence on the generational issues as 
cognitive decline is related to cognitive and social rigidity, i.e. the resistance to change 
in behaviour, habit and attitudes (Schaie, 1958, 1984; Schaie, Dutta & Willis, 1991). 
The attitudes toward mental health problems were hypothesised to have an influence 
on a number of criterion on the SSCT, resulting in lower scores for older adults. Not 
only is it the influence of these attitudes per se, but the rigidity to change of these 
attitudes that is important. Finally, this resistance to things new fits well with the idea 
of the developmental tasks of old age being concerned with what has been rather than
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what will be. If one’s life-long beliefs and attitudes are being challenged then this may 
cause greater damage to an individual’s sense of self, making the task of achieving ego 
integrity more difficult.
It is not intended to imply that the relationships between these factors is a linear one, 
with biochemical changes being at the start of the causal chain. Rather, there is the 
wish to highlight the notion that changes in the last stage of life can be integrated at a 
number of levels, a concept which adds credibility to the individual factors.
3. Implications of the results
The findings of this study suggest that, for a number of reasons, adults over the age of 
75 years may be less suitable for the type of short-term cognitive therapy that has 
developed from the original work of Beck et al (1979). The implications of this 
finding are now discussed.
There has been a tendency to assume that cognitive therapy is suitable for everyone 
with clinical problems such as depression or anxiety. This assumption is reflected in 
the paucity of research into the suitability for CT, particularly when compared with the 
research into suitability for psychodynamic therapies (see the introduction section of 
pilot study for a more thorough review). This assumption may well be misguided and 
may be a major part of the reason why research into the differential effectiveness of 
different types of therapies tends to report the finding that there is no difference 
between them, both for younger adults (e.g. Luborsky, Singer, & Luborsky, 1975; 
Shapiro & Frith, 1987; Shapiro, Barkham, & Morrison, 1990; Shapiro, Barkham, 
Rees, Hardy, Reynolds, & Startup, 1994) and older adults (Thompson, Gallagher, & 
Breckenbridge, 1987). The danger of presuming suitability for CT may be more of an 
issue when working with an older population.
It must be remembered that the SSCT is only designed to be a measure of suitability 
for one particular choice of treatment. Before conducting such an assessment a more 
comprehensive assessment of need should be implemented. Older adults generally
151
tend to have a wide range of needs including medical, psychiatric and social, as well 
as having any psychological needs. The most effective method of intervention, both 
for the client and in terms of resources, might not necessarily be through 
psychotherapeutic means. Only once this wider assessment of need has been 
conducted should the decision be reached that psychological/psychotherapeutic input 
is needed.
Clinical psychologists are able to work in a number of ways with older adults with 
emotional problems. These include:
a) Skills based approaches such as social skills training, problem solving training, 
relaxation and anxiety management.
b) Behavioural approaches.
c) Psychotherapeutic methods including cognitive therapy, psychodynamic therapy, 
bereavement therapy and reminiscence/life review therapy.
It can be seen that the restructuring type of cognitive therapy discussed in this study is 
only one method in a repertoire of many. The choice of which method to use should 
depend on two main factors, the need of the client and the match between client and 
type of therapy. The type of intervention should not be chosen purely on the 
psychologist’s interests or because of a limited repertoire. If the latter is the case, 
training needs may be indicated. It would seem wise that before embarking on CT 
with any client, but particularly with older adults, some assessment of suitability 
should be performed. The SSCT can be performed in one hour or could be modified to 
form part of a more general assessment. It is likely that any additional time this would 
take is likely to be re-paid by avoiding hours of ineffective therapy. Unfortunately 
there is no information available to inform us of the exact relationship between scores 
on the SSCT and the amount of benefit a person would from cognitive therapy. There 
are a number of possibilities regarding this association, including the possibility of a 
linear relationship between the two variables, or the existence of a cut-off score below 
which suitable for CT reduces sharply. A score below 2.5 would seem a reasonable 
indicator of unsuitability. The overall SSCT score may be misleading as it may be 2.5 
or greater but there may be some criterion which score well below this. It was
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highlighted earlier that the individual criterion serve as markers for different aspects of 
therapy, some being specific to techniques used in cognitive therapy, some relating to 
working in a short time span, and some indicating general capacity to form a 
therapeutic relationship. The clinician needs to consider the function of and score 
obtained on each criterion and how this relates to the performance on the other 
criterion before making a decision.
The SSCT was designed and validated using a standard protocol of cognitive therapy 
(Safran et al, 1993). It is unknown whether modifications to the therapy protocol can 
compensate for low scores on the pre-therapy measure of suitability. Latour and 
Cappeliez (1994) attempted to reduce the high drop-out rates and poor outcome in 
group cognitive therapy for older adults by investigating the effects of pre-therapy 
training. This training consisted of four one-hour sessions for the members of an 
upcoming CT group for depression for older adults. The training included information 
and discussion about the role of psychotherapy; videotape material and role play of 
desirable in-therapy behaviours, such as collaboration with the therapist and self 
disclosure, and information and practice on the role of giving and receiving feedback. 
The pre-therapy training was shown to increase the knowledge about therapy before 
therapy began and went some way to facilitate a problem focussed approach in therapy 
as compared to placebo controls. However it was not effective in improving the 
outcome of the therapy, reducing the drop-out rates or improving attendance. The 
other studies into the effectiveness of pre-therapy training have produced ambiguous 
results, some mirroring the findings of the Latour and Cappeliez study just described, 
whilst others have reported more optimistic outcomes (Mayerson, 1984; Piper & 
Perrault, 1989).
Mayerson (1984) suggested that the indeterminate results of these studies may be due 
to the large variety of procedures used in the pre-therapy training and the lack of any 
theoretical framework. Latour and Cappeliez (1984) attempted to overcome this by 
using manuals for each pre-therapy session and by using Bandura’s (1977) social 
learning theory as a guiding model for the process of their sessions. However, the
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content of the training sessions appears to have been guided by an anecdotal ‘feel’ for 
what are the causes of high drop-outs and poor outcome, rather than any systematic 
investigation into these determinants. The data obtained from the SSCT may provide 
invaluable indicators to these determinants and therefore act as the basis of any 
modification made to the therapy protocol. The following proposals of modifications 
are ones that are indicated by the SSCT findings in this study.
There are a number of adaptations to the CT protocol with older adults that could have 
a direct positive effect on five of the criteria on the SSCT. Hopefully with such 
changes as these older adults might be able to benefit more from CT despite relatively 
low scores on the five criterion. These modifications form a natural hierarchy, with 
higher level ones being necessary, but not sufficient, to enable implementation of the 
others.
The first criterion, and the highest within the hierarchy is focality. Without the ability 
to be able to work in a focussed, task-oriented manner, all the other elements of CT 
become extremely difficult, if not impossible. It was earlier hypothesised that there 
were a number of cognitive and memory factors which detracted from an older adult’s 
ability to work in a focussed fashion, primarily the role of long-term memory, working 
memory, disinhibitory mechanisms and inductive reasoning. The following are some 
methods that may be of use in overcoming this difficulty with locality. Most of course 
are examples of good practice with any client, but may need to be made more explicit 
with older persons. These should be adopted as a framework for all sessions.
• Shorter sessions, e.g. 30-40 minutes, more often, e.g. twice a week.
• The strict use of an agenda which is set collaboratively at the start of the session. 
This could be displayed on a fairly large white board or clip file so that it is 
visible throughout the session and can be referred to by the therapist if  deviations 
are occurring.
• Making regular references to the amount of time remaining in the session when 
reviewing the agenda. For this to be effective the agreed duration of the session 
should be rigidly adhered to. Similarly it should be made explicit that the
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number of sessions available is limited, with reviews set at frequent intervals.
• The use of regular summarising to aid comprehension and remembering of 
material covered, both within sessions and over the process of therapy as a 
whole. This should be supplemented with questioning to ensure an adequate 
level of comprehension before proceeding to new material.
• Visual aids should be used wherever possible to illustrate concepts. Again these 
should ideally be in a format which provides continuous exposure during the 
session.
• Clear written material supporting session content that can be taken away and 
read between sessions.
The next level down in the proposed hierarchy consists of two criterion, compatibility 
with the cognitive rational and acceptance of personal responsibility for change. At 
least some part of the first few sessions of CT with any client group is spent 
explaining the theoretical basis of the therapy in terms of the relationships between 
thoughts, feelings and behaviours and also outlining the importance of the client’s role 
and responsibility within therapy. In consideration of the cognitive, generational and 
developmental issues that exist for an older adult client, as outlined above, the work 
on these items may well need to be more extensive. The following may be useful 
techniques for overcoming such difficulties, bearing in mind the general approach to 
improve focality in sessions already discussed.
• Time should be spent eliciting existing beliefs and attitudes towards mental 
health problems. It is important that these should be respected, but that the client 
be made aware that psychological problems are likely to be multifactorial and 
that alternative models exist, cognitive therapy being one of these.
• A clear synopsis of the cognitive rationale should be presented and illustrated 
with examples, which will at first probably come from the therapist but the 
client should be encouraged to generate examples, ideally pertaining to 
themselves but hypothetically if this is not possible at this stage. Questions and 
doubts about the model should be dealt with before proceeding.
• The advantages and disadvantages of the different models can be discussed with
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reference to the consequences of each model for treatment. Comparison can be 
made between the type of treatment and role of the client within a medical 
model and within a cognitive model. This can lead to explicit information and 
discussion about the acceptance of personal responsibility for change and what 
this would mean for the client in practice in terms of their input between 
sessions.
• These sessions can serve as an extended assessment of suitability for CT. If 
following these sessions the client continues to have strong reservations about or 
disagreement with the cognitive rationale and their role within therapy the 
therapist may well reconsider the method of intervention to be employed.
The bottom level of the hierarchy is concerned with items on the SSCT that refer to 
the actual techniques used within CT. Only once the previous level has been covered 
sufficiently can the actual techniques be dealt with, and again this is within the context 
of overcoming the issues of locality at the first level. It was seen from the scores on 
the SSCT that older adults have difficulty with accessing automatic thoughts and 
differentiating emotional states. The following points may help to overcome the 
causes for these difficulties that were discussed in the previous section.
• Discussion of the range of different emotions experienced by the client will help 
the therapist to learn the labels and language that individual uses, which in turn 
can be then used within therapy. (Hopefully this will also help to alleviate 
reservations about self-exploration of emotional issues).
• It should not be assumed that the concept of an emotion being on a measurable 
continuum is automatically adopted. This concept should be introduced and 
followed by practise of identifying shifts along the continuum. It is likely that this 
will need to be done within sessions at first as the client may need considerable 
guidance.
• Likewise with automatic thoughts, practise within sessions is essential before 
asking the client to keep thought diaries in between sessions. If the latter is 
introduced too soon and failure encountered, the client is likely to feel negative 
towards continuing this important element of the therapy. To overcome the
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problems of memory deficits, practise eliciting automatic thoughts about very 
recent situations or indeed within the therapy should be used. This can be 
supplemented with specific techniques such as guided imagery to improve recall 
of situations.
If indeed it is the case that older adults are disadvantaged as regards their suitability 
for the restructuring type of cognitive therapy it is important that this is taken into 
consideration by clinicians. Perseverance with an ineffective intervention is 
undesirable both for the therapist and the client and should be avoided by good pre­
assessment and ongoing review. However, if  an older person’s needs indicate CT it 
should be a challenge to clinical psychologists to find ways of overcoming some of 
the obstacles. It is hoped that the hierarchical framework presented here will stimulate 
such attempts.
It is also possible that cognitive restructuring techniques could be combined with other 
approaches. For example it was hypothesised earlier that the developmental stage and 
tasks of the older adult may to some degree be in conflict with the ethos of CT. 
Sessions of therapy could be allocated to reviewing the client’s life, but, instead of this 
being a purely narrative account, the therapist could use the memories presented to 
elicit beliefs and assumptions about the self, others and future that these situations 
may have contributed to. Cognitive techniques could then be used to modify any of 
these beliefs that were maladaptive. This type of approach is more akin to schema 
focussed CT, which is somewhat of a departure from the type of short-term therapy 
hitherto discussed. Nevertheless it may be that therapists need to be creative in the 
application of the cognitive model if they are to help older clients.
4. Limitations of the present study and areas of future research
The Suitability for Short-term Cognitive Therapy measure is a fairly recent 
development. Its usefulness in predicting which persons will benefit from CT has 
received a limited amount of empirical support (Safran et al, 1993). However, this has 
only focussed on the overall SSCT score, with each criterion given equal weighting.
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There are lots of questions which remain unanswered, such as; “is a score above a 
certain value necessary on all criterion?”, “can higher scores on some criteria 
compensate for lower scores on others?”. There needs to be more research into the 
predictive value of various patterns of performance on the SSCT in an attempt to 
answer some of these issues.
Furthermore, all of the validation research to date on this tool has been with younger 
adults and consequently its validity and reliability with older adults have not been 
demonstrated. The factors believed to have contributed to the lower scores obtained by 
the older group in this study have been discussed at length. What is unknown however 
is the relative weighting of these factors and the consequent impact on the scale’s 
predictive value. For example, the role of long-term memory was hypothesised to be a 
major element for explaining the difference in performance between younger and 
older adults. It could be that this LTM demand is more relevant for performance on 
the SSCT than actual performance within CT itself. If this is the case then older 
adults’ poor scores on the measure may reflect this demand rather than actual 
unsuitability.
Research is needed to determine the value of the SSCT with older adults in a similar 
vein to that conducted with their younger counterparts, whereby performance on 
SSCT is correlated with outcome of cognitive therapy. This of course highlights 
another related research need. In the introduction section of the pilot study the 
literature on studies evaluating the effectiveness of CT with older adults was 
reviewed, the findings of which were, in general, positive. However, the important 
criticism was voiced that the denotation of older adults in these studies was 
questionable, as the mean ages and lower exclusion ages of the participants were often 
much younger than is in accordance with the categorisation of older adults in clinical 
practice. It was hypothesised that this may have had an important effect on the results 
and conclusions of the studies in that the efficacy of CT with older adults was possibly 
embellished. These two research needs can obviously be combined by conducting an 
outcome study with adults over the age of 75 years, which included a pre-therapy
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measure of suitability using the SSCT.
The intellectual and memory changes that occur with ageing formed a key part of the 
explanations of the results in this study. These hypotheses were based on the findings 
of decline in intellectual and memory abilities in the general population. Although it is 
reasonable to draw inferences firom this data onto the sample, the argument would 
have been stronger if  these changes had been demonstrated directly in the sample. 
This would involve conducting a battery of neuropsychological tests which assessed 
the key elements of intelligence and memory as guided by the research already 
conducted in these areas and previously discussed. If an outcome and suitability study 
was to be implemented, the inclusion of these measures is recommend in order to 
enhance understanding of causal factors in poor performance.
There are two issues of methodology in this study that require a mention. The first is 
regarding the source of recruitment of the participants, which for pragmatic reasons, 
differed for each group. The older adults were clients under the care of a CMHT, 
whereas the younger adults were recruited from a clinical psychology service waiting 
list. This difference may well have been important as it is possible that those waiting 
to see a psychologist may have been referred because they were judged by the referrer 
to be ‘psychologically minded’, a judgement that may have some credence. If this was 
the case, the younger sample could have been biased to score highly on the SSCT. 
However, because the author worked with the CMHT from which the older group was 
recruited, it was known that some of the older clients had been referred to the clinical 
psychologist on the team. Because of the concerns of this sampling bias, the actual 
number of clients referred to the psychologist was obtained. It transpired that all ten of 
the older adults group had actual been referred for psychological input, thereby 
making them more comparable with the younger group. It is however important that 
such sampling biases are considered and where possible avoided in future research.
Another concern was that the SSCT was conducted and scored by the author. This was 
a possible source of error as the research hypotheses were known and this may have
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caused subtle differences in interview technique and rating. There was an attempt to 
investigate the influence of this factor on the research by randomly selecting two 
audio-taped interviews from each group and having them scored by a clinical 
psychologist familiar with the SSCT but blind to the hypotheses. This in itself is not 
ideal as it is unlikely that as much information is gained from listening to a recording 
of an interview as compared with actually doing the interview face-to-face. This 
investigation showed that in general there was good concordance between the author’s 
ratings and those done independently, which to some degree alleviated the concerns 
about this source of error. However, one of the comparisons did show considerable 
differences and this highlights the fact that the interviews would have ideally been 
performed and scored by someone blind to the purposes of the research, with inter­
rater reliability measures also being obtained. This procedure is recommend for future 
research studies in this area.
Finally, in the previous section, a number of adaptations to cognitive therapy were 
proposed that may serve to overcome some of the difficulties older adults might have 
with this type of intervention. These were based on the findings of the study and the 
hypothesised reasons for these findings. The efficacy of such modifications needs to 
be researched, research that will hopefully lead to further developments in improving 
accessibility to CT for older adults.
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